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BASIC AIMS OF THE NATIONAL 
ASSOCIATION FOR MENTAL 
HEALTH * 


OREN ROOT 
President, National Association for Mental Health 


Wwe experience I may have had in this life, it is 

certainly not in the particular field in which I now pre- 
sume to move. I am very much of a newcomer in this work, 
and the only saving grace, perhaps, is that I fully recognize 
the fact, know that it is going to be a very long time before I 
am entitled to raise my voice and to state my opinions in a 
field in which many of you have been active for dozens and 
scores of years. 

I venture to undertake this tremendous job because I believe 
its importance to be so great that I want to try, even with my 
limited knowledge and limited experience, to contribute some- 
thing to the work. My period of learning has just begun, but 
I have had some very good teachers, among them the mem- 
bers of the staff of the National Association for Mental Health, 
which is made up very largely of the staffs of the three con- 
stituent organizations that came together last September. I 
wish it were possible for me to tell you about every member 
of the staff, but if I were to do that halfway adequately, I 
should embarrass them all and we should be here much too 
long. 

In addition to the staff, I have been learning a lot from our 
board of directors, a wonderful board, largely made up of the 
people who constituted what we called the interim committee, 

* Condensed from a speech presented at the Annual Luncheon of the National 
Association for Mental Health, New York City, November 17, 1950. 
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the group that for nearly two years labored and struggled to 
bring about this consolidation. 

Our first two months in the National Association have been 
given over very largely to the tremendously difficult task of 
giving reality to the consolidation. The lawyers told us that 
this took place in a flash on the 13th of September, with the 
filing of a document in Philadelphia and in Albany. But we 
have found that consolidation does not take place as fast as 
that, irrespective of what the lawyers may say, and for the 
last two months we have been trying to turn legal consolida- 
tion into reality in terms of personalities and program. We 
have not yet finished the task, but I think that we have been 
to a large degree successful. 

It was for that reason, perhaps, that we have not done 
some of the outside work that we might have done if our 
energies had not been concentrated on the daily handling of 
what might be called household chores—putting the books 
together; arranging where to put the desks; deciding how the 
various activities would be divided up—who would be in 
charge of whom, because somebody had to be in charge of 
somebody. That involved a lot of give-and-take, but people 
were very generous and understanding about it. All that, 
which I mention here in a minute’s time, has taken a lot of 
work, a lot of thinking, a lot of effort, a lot of sacrifice and 
understanding. To put it in a nutshell, that is what we have 
been doing these last two months. And we now have an organi- 
zation that exists in reality, not merely on paper. 

Now we can go forward. First, it seems to me, we must 
continue and extend the very substantial program of the con- 
solidated organization. Second, we must stand back and look 
at it. We must reassess, reévaluate, make sure that we do not 
keep activities just because we have them—that we continue 
them only if and in so far as they represent the best program 
that the National Association can possibly have in terms of 
our broad objectives. While all these activities are going on 
concurrently—while we are continuing and even expanding 
our program—we can stand back and reassess it and reévaluate 
it, and we want whatever suggestions we can get on it. 

The third thing that we are going to do, I hope, in the course 
of the next year and in the future, is to play whatever part 
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the National Association should properly play in making the 
mental-health movement of the entire United States an inte- 
grated, dynamic, organic, and unified movement. We have 
to-day some 350 or 400 mental-health societies of one kind or 
another, many of them operating substantially alone or with 
very little assistance; some of them related to other mental- 
health societies by one kind of affiliation or another; others 
not so related. But there is no integrated pattern. Some- 
times they are in competition, to a great extent they are acting 
in ignorance of one another’s activities. We want to play as 
powerfully as we can in the next twelve months whatever part 
we should play in bringing all these agencies into one inte- 
grated, dynamic national mental-health movement. 

Our ultimate goal is, first of all, to bring the few central 
truths of mental health to the attention of every single person 
in the United States. That objective has been substantially 
achieved, I believe, in the field of physical health. The prin- 
ciples of diet, exercise, sleep, seeing a doctor and dentist regu- 
larly—these central principles are generally accepted in the 
area of physical health. So in the mental-hygiene field there 
are certain simple, central, noncontroversial truths, and they 
also should be brought to the attention of every man, woman, 
and child in this country. 

Secondly, we must see to it that psychiatric services are 
available on whatever level they may be needed. In some 
cases that may mean mental hospitals; in some cases, the child- 
guidance clinic; in some cases, it may mean a psychiatrically 
oriented teacher in a school; and so on. But on whatever level 
they are needed, it is our task to see that psychiatric services 
are available to every person in the United States who needs 
them—at a price that he can afford to pay. 

Thirdly, we must sponsor and promote whatever research 
is necessary to arrive at the causes and the cure and the pre- 
vention of mental illness. This is an immense problem, and 
one that, in my judgment, we have not by any means mastered 
as yet. The number of people who are entering mental hos- 
pitals still exceeds the number who are being cured and 
released. Far from having solved the problem, we might 
almost say that it is running away with us, and will continue 
to run away with us until we double and quadruple our efforts. 
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We could then plan an attack on these causes and more or less 
correct the problem. We could lay our plans to prevent it, and 
we would have strength to carry out our plans. 

This partnership between those who are interested in this 
problem is not a dream, but a reality. It is, in short, the 
National Association for Mental Health. Through this part- 
nership we can, in addition, enlist and inform sympathetic 
citizens who up to this point have not had a chance to know 
what we know. In this partnership we have not only ourselves 
of to-day, but thousands of others who have preceded us, 
including Philippe Pinel, Dorothea Dix, and Clifford Beers. 

Now that we have got together in this association, we ask 
ourselves, first of all, ‘‘Where do we fit into the general scheme 
of our civilized structure?’’ I think the answer is somewhat 
as follows: 

We find that there are three types of organization, each con- 
cerned, as we are, with its special tasks. There are tax- 
supported public agencies, such as our United States Public 
Health Service. There are professional associations, such 
as our American Psychiatric Association. There are voluntary 
promotional associations, such as this of ours. Within these 
three types some cover the locality, perhaps the county; some 
the state; some the nation; and some the world. We identify 
ourselves in relation to all of these as a voluntary promotional 
agency operating for the nation. About this we must be 
clear in formulating a program. From this position we can 
start to move ahead to plan and carry out our purposes. 

It is characteristic of each of these three types of agency 
that it often looks with suspicion upon the others. The tax- 
supported agency thinks of the voluntary agency as impatient 
with practicalities. The professional organization looks upon 
it as brash. The voluntary agency is apt to look on both the 
others as guided by vested interests. However, all of these are 
people like you and me. Each wants to be respected as sincere 
and working in good faith, and in so far as we respect one 
another, we pull together. We are potential partners rather 
than antagonists. In so far as we violate that respect or fail to 
deserve it, we go our single ways. 

In order to see what the problem is, let us study it sys- 
tematically and describe it in its entirety. We ask ourselves 
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what is happening to people that should not happen in a 
civilized society, specifically in relation to problems of mental 
health, and so we come out of our study with an answer: 

1. Sick, ailing, or threatened people run into serious obsta- 
cles or damage in attempting to secure help. This, of course, 
includes those who seek admission to mental hospitals. 

2. Those who succeed in getting admitted are likely to be 
badly housed. 

3. Their food is inadequate. 

4. They have improper clothing. 

5. They have inadequate opportunity for recreation. 

6. Their work is poorly planned, usually too scant, but 
sometimes excessive. 

7. They are cut off from their families. 

8. They are not treated as sick people. 

9. They are not treated with respect. 

10. For those who return to or who remain in the community, 
the hazards that threaten their mental health are not sensed 
and dealt with, and if they are recognized as mentally ailing, 
they, too, are regarded with prejudice and have trouble in 
finding suitable occupations. 

Having reached this point, we may and should to a degree 
rise up in righteous indignation, but righteous indignation is 
merely steam and will soon blow off if it is not well directed 
and has not a well-designed machine to run. So our next 
step must be to design such a machine. First, we say to our- 
selves, ‘‘What is behind these problems that we can do some- 
thing about?’’ Through such an analysis, we discover certain 
basic deficiencies: 

1. Probably the most important of these is a defective 
concept on the part of the citizen of his responsibility. Our 
indignation, first of all, led us to blame the administrator of 
a service, but we find that even with a conscientious and in- 
telligent administrator, things often go astray, so we tend 
to blame the general administrator who is above him. But a 
change at this level is seldom permanent and effective. Then 
we turn our wrath upon the legislature, but on study we find 
that legislatures do contain many conscientious and honest 
people who will often stick their necks out in an emergency to 
do things that they are not sure the public will back them up 
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on, but they cannot do this repeatedly, and eventually they 
have to bow to the unwillingness of the public to support them 
in progressive measures. We find that part of our problem 
grows out of the continuance of outmoded methods of dealing 
with it. Our almshouse past still haunts us, perpetuating the 
isolation of our institutions which is the root of many of our 
difficulties. The discomfort and anxiety of the public when 
faced with problems of mental illness continually torments 
us and results in poorly planned exposés, search for scape- 
goats, and willingness to accept weak administrators even as 
potential scapegoats. 

Without a mandate from the people, our small gains are 
transient. Our task, therefore, is to raise the level of public 
understanding and responsibility. But I doubt if we can 
do that for one field alone, although I believe that our field 
offers an especially effective approach to this more general 
problem. Thus our program must include carefully planned 
strategy in public education; world, state, and local organiza- 
tions must be pointed toward this objective, and the program 
must be on a sound scientific basis. And here I want to men- 
tion with special appreciation one recently passed on who 
devoted his whole life to this objective—Mr. Paul O. Komora. 

2. Beyond this point of defective citizenship, we find the con- 
stricting power of tradition. There are traditions in archi- 
tecture that have nothing to do with helping people live better. 
There are unwholesome traditions in professional education, 
medicine, nursing, law, recreation, and social work, which tend 
to be perpetuated. There are traditions on the part of the 
public that lead them to look on institutions as asylums rather 
than as hospitals. 

Our task is to help those professions whose work bears on 
mental health to accept a responsibility for mental health 
in practice and to prepare for it in training. The personnel 
in our state hospitals and schools for mental deficiency consti- 
tute a first priority, since it is there that the most serious viola- 
tions occur, but we cannot by-pass those who see mental devia- 
tion in its incipiency or mild form. 

3. We find that some states or other political units are 
poorer than others and so have greater difficulty in coming up 
to standards. Their mental-hospital patients suffer along with 
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the recipients of services in other fields. We have no pro- 
gram to deal with this issue, but if we cannot solve this for 
the least developed of our states, we cannot be too sanguine 
about helping underdeveloped countries abroad. 

4, We find that, with the best of effort, service to masses of 
people is never as satisfactory as the individualization that 
is provided at home. This is especially a part of the task of 
progressive improvement in our mental hospitals, for it is 
there that mass service occurs. The promotion of family 
care, better and earlier convalescent care, more outpatient 
services, will help to individualize, but it will not solve the 
problem completely. However, if we succeed in ameliorating 
in other respects the lot of the patients who remain in our 
hospitals, this is one area in which we can tolerate something 
short of perfection, provided it does not become an excuse for 
the continuance of correctable conditions. 

5. We find that the public attitude toward ills of the mind 
is still bogged down in the quicksands of mysticism. For this 
we have our public educational program and assistance to the 
state and local organizations and the World Federation for 
Mental Health as further instruments for changing public 
attitudes. 

6. We find that there is not enough scientific knowledge to 
cope with the problems with which we are confronted. For 
this we promote research, not only through our own resources, 
but through those of the government and of our great 
research centers throughout the country. 

Now we have traced these causes back to something near an 
attackable point. Point by point we have set up a design as 
to what we can and are going to do about it. Sometimes the 
way seems dark and rough. But if these causes are the hard 
and sturdy underpinnings of our problem, we shall get nowhere 
by merely clearing away brush. Your staff can do much alone; 
it cannot do enough. It cannot be your excuse for failing to 
participate, for if the task cannot be done without some recon- 
ception and activation of citizen function, it cannot even get 
started without the participation of you who know. 





THE GOVERNORS’ STUDY ON 
MENTAL HOSPITALS * 


FRANK BANE 


Executive Director, Council of State Governments, Chicago, Illinois 


N June, 1949, the Governors’ Conference directed the 
Council of State Governments to make a study of the care 
and treatment of the mentally ill in the forty-eight states, and 
to submit a report thereon to the annual meeting of the 
Governors’ Conference in 1950. 

We discussed the problem in detail with Dr. George S. 
Stevenson, Medical Director of The National Committee 
for Mental Hygiene, and he and a number of his colleagues in 
the field of psychiatry agreed to work with us. Such merit 
as the report on the care and treatment of the mentally ill in 
the forty-eight states may have is due to the interest, the 
energy, and the enthusiasm that Dr. Stevenson and the other 
members of the technical advisory committee brought to this 
project. 

The problem of the care and treatment of the mentally ill 
in the states is a medical and a health problem. It is also a 
financial problem, an administrative problem, and, above all, a 
human problem. It is one of the oldest problems and activi- 
ties of state government. Long before there were states, some 
of the colonies interested themselves in the subject and began 
to attempt to do something about it. It is a growing problem, 
if we are to judge from the increasing admissions to hospitals 
for the mentally ill. And it is a problem that is of direct 
interest and concern to more people in America than any 
other in the realm of public health. 

What have the states done about it? Are their mental-health 
programs adequate? 

There is no question about the states’ responsibility in this 
field. All of them have accepted the responsibility, and all of 
them are conducting programs for the mentally ill. In fact, 

* Presented at the Annual Luncheon of the National Association for Mental 
Health, New York City, November 17, 1950. 
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in most states the care and treatment of the mentally ill and 
the mentally defective is one of the largest single items of 
expenditure. There are 202 state hospitals for the mentally 
ill and, of course, many more institutions for the mentally 
defective. And, in addition, there are many county and 
municipal hospitals. But, as every one knows, the program, 
facilities, personnel, and treatment in most of the states are 
inadequate. So inadequate, that the problem seems to be 
expanding rather than contracting, increasing rather than 
declining. 

Many reasons have been advanced for this condition—social 
reasons, economic reasons, and medical reasons. And this 
group, I am certain, is familiar with all of them. 

Specifically, and briefly, the situation in the states is as 
follows: Almost all state institutions are overcrowded, many 
of them greatly overcrowded. Adequate space is not avail- 
able and many of the hospitals are antiquated and not well- 
adapted to psychiatric treatment and proper care. 

Psychiatry has come a long way in the last quarter of a 
century, but many of our hospitals have not the modera equip- 
ment so necessary if our knowledge is to be translated into 
practice for the benefit of our patients. 

Some one once said that an institution is the shadow of a 
man. Given adequate buildings, modern equipment, still we 
would have serious problems in the states because of inade- 
quate and ineffective personnel. Every one is well aware of 
the fact that there is a grave shortage of psychiatrists, 
psychiatric nurses, social workers, and competent psychi- 
atric aides. This condition is so acute in some places that 
the institutions that we call hospitals—and that we hope are 
treatment centers—are, in too many cases, primarily insti- 
tutions for providing detention and custodial care. 

We talk of mental illness. We emphasize the fact that, 
medically speaking, disease attacks the mind as well as the 
body, but our expenditures for prevention in the area of 
mental health, as compared with our expenditures for care 
and treatment, are almost negligible. 

There are doubtless many reasons for this. But if a way- 
faring layman might risk an opinion, I should say that the 
chief reason is that we have not yet convinced a very large 
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segment of the population that mental illness is a disease 
—a disease that will lend itself to preventive measures. 
And we are not altogether in agreement among ourselves as 
to just how we should undertake this task. 

As we studied and surveyed the situation as it exists, a 
number of things became crystal clear. And we endeavored 
to discuss them and to point them up in the report that 
we submitted to the Governors’ Conference. We hope that, 
given information and facts, all of us can codperate in 
developing constructive programs to do more about the 
problem of mental illness, which is, without a doubt, the 
most important public-health problem in this country to-day. 

What can and should be done? 

We should expand our bed capacity at the earliest possible 
time, both by new construction and by modernization of 
existing buildings. We should, as soon as possible, and as 
rapidly as possible, install modern equipment and modern 
treatment facilities in all of our hospitals. 

We should expand the personnel in our hospitals. We 
should do whatever is necessary to insure that the personnel 
is competent to do the job, and we should be able to assure 
all concerned that they have security in their jobs and oppor- 
tunity for advancement solely in accordance with their 
performance. 

We should greatly expand teaching and training facilities 
for all professional personnel in our colleges and universi- 
ties and, most important, in our hospitals themselves. 

We should think more, much more, about the person 
before he comes to the hospital and about the person after 
he leaves the institution—which, translated into terms of 
facilities and operation, means the extension of state and 
community clinics and of outpatient personnel and facilities. 

We should organize and develop and finance a research 
program in the field of mental illness beyond, far beyond, 
anything that we have ever had. 

And in most of our states, we should generally rewrite 
our legislation in the field of mental health, with emphasis 
upon the medical aspects of the problem rather than upon 
the custodial and eleemosynary phases thereof. 

To all of these things, we should direct our attention 
immediately and in an organized fashion. Much can be 
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done in the immediate future and much will be done if we 
rise to the occasion and take advantage of our opportunity. 

As Shakespeare said, ‘‘There is a tide in the affairs of 
men which, taken at the ficod, leads on to fortune.’? The 
tide in the affairs of mental health, incidentally, is at flood. 

The governors of the states are interested in the problem 
and are greatly concerned about it. During the past four 
months, we have held numerous meetings of public officials 
and state legislators all over the country. At all of these 
meetings we have discussed mental health and at all of them 
we have found not only acute interest, but a desire to get 
along with the job. 

One word of caution. There is abroad an idea that I 
do not think is generally helpful—an idea expressed in 
these terms: ‘‘We have no problem that money will not 
solve.’’ Money is needed, large amounts of money. Many 
states are making provision for large additional expendi- 
tures in this field. Very recently, here in New York, $110,- 
232,000 were authorized for capital outlay in the field of 
mental hygiene over the next five years. Many other states 
are doing likewise in proportion to their needs and to their 
resources. Money is needed, but money is not enough. 

If we are to take advantage of this expanded interest in 
mental health, and if we are to do it now, I would most 
urgently suggest and recommend that every mental-hygiene 
society or association in the country take this report on the 
care and treatment of the mentally ill in the states; study it 
carefully, with particular reference to the problems existing 
in its state ; develop a concrete program based thereon; discuss 
it with the governor of the state ; and perfect necessary organi- 
zation to insure that the program agreed upon is presented at 
the next session of the legislature. 

I am by no means as concerned about opposition in this 
field as I am concerned about inertia. Not many years ago a 
distinguished world figure made the statement: ‘‘Give us 
the tools and we will do the job.’’ One might say, with a 
considerable degree of accuracy, that the states, through their 
official machinery, have announced to their doctors, nurses, 
social workers, and all of those interested in the welfare of 
their fellow men: ‘‘Give us the information; give us the plan 
and program; give us the support—and we will do the job.’’ 





ORGANIZING THE PARENTS OF MEN- 
TALLY RETARDED CHILDREN 
FOR PARTICIPATION IN 
THE MENTAL-HEALTH 
PROGRAM * 


LEE J. MARINO 


President, State Council, New Jersey Parents Group for Retarded Children; 
First Vice President, National Association of Parents and Friends of 
Mentally Retarded Children 


CTIVATING the parents of persons who are suffering 

from mental defect or mental disease is surely the first 
and best step in any program designed to reach the general 
public. We all recognize the truth of the slogan made famous 
by the Scripps-Howard newspapers: ‘‘Give Light and the 
People Will Find Their Own Way.’’ Another way of saying 
it would be, ‘‘Tell the people your story, and you will obtain 


their help.’’ And who can tell this story better than the 
parents of the afflicted ones? 

I speak as the father of a mentally retarded child, and as 
state president of an organization of parents of these children 
and first vice president of the National Association of Parents 
and Friends of Mentally Retarded Children, which was formed 
in Minneapolis about a month ago. I do not know how the 
parents of persons afflicted with mental illness react or feel 
and I cannot speak for them. But I am certain of one thing: 
these unfortunate victims—no matter whether they are men- 
tally ill or mentally deficient—have no one better qualified 
to speak for them or to plead their cause. They are society’s 
‘*cast-offs’’—the ‘‘rejects’’ of the production line—and they 
are usually treated as such. They are unable to speak for 
themselves and cannot plead their own cause, no matter how 
desperate it may be. ‘‘They are,’’ as Governor Youngdahl of 
Minnesota recently stated, ‘‘voiceless, powerless, and their 
very lives are completely dependent on those of us who are 
more fortunate.’’ 

* Presented at the Annual Conference of the National Association for Mental 
Health, New York City, November 17, 1950. 
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No one is closer to these poor unfortunates than their 
parents, and no one can make a stronger appeal to the general 
public. Yet, true as this statement is, it is not sufficiently 
realized by the parents themselves. They are usually torn 
between conflicting attitudes of self-pity, shame, or even guilt, 
and try to hide their sorrow and their tragedy, instead of com- 
ing out with it. As an organization, the Parents Group must 
first of all endeavor to educate the parents of mentally retarded 
children to come out of their shell and get together with other 
parents who have similar problems. 

How the Parents Group started in New Jersey is truly a 
heart-warming story. The heroic little mother of a mentally 
retarded child was battling it out alone. She had taken her 
child to every kind of doctor, to all the clinics, always praying, 
never giving up hope for her helpless child. Discouragement 
faced her at every turn, and though her courage was bound- 
less, she finally realized that there was little she could do by 
herself. 

As a sort of hopeless gesture, she wrote a letter to the editor 
of a Bergen County newspaper, asking parents of other 
retarded children to get into contact with her. She thought 
that other mothers like herself might share experiences, un- 
burden their sorrows, their troubles, and their worries on one 
another, and pool their efforts and their hopes in working out 
their mutual problems. 

A small group of parents met as a result of this letter—all 
eager to become acquainted with the most recent developments 
in the care, training, and treatment of mentally retarded 
children. The resourceful mother was no longer alone; other 
parents, mothers and father with the same heartaches and 
mental anguish, were exchanging information, working to do 
something for themselves and for their children. 

As we all know, there is no greater therapy for the troubled 
soul than work. So the group started to work. The benefits 
derived from these meetings were so great that the original 
group decided to invite other parents with similar problems 
to join them. 

This was when they met their first snag. There are no lists, 
no census of mentally retarded children, no way of knowing 
who are the parents of such children. With the backing of the 
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state department of institutions and agencies, a letter pre- 
pared by the Parents Group was addressed to parents known 
by these agencies, asking them to attend one of the Parents 
Group meetings. No confidences were violated, none of the 
parents knew to whom other letters were going. In less than 
a year the original group had expanded to include more than 
200 parents and became the Bergen-Passaic Unit of the New 
Jersey Parents Group for Retarded Children. 

The shell around the parents was beginning to soften up. 
All of them realized for the first time that they were not 
isolated cases, that the problems were much more extensive 
than they had ever dreamed. By meeting together and hear- 
ing eminent authorities on the subject, they found out that 
there are at least 1,500,000 mentally deficient persons of all 
ages in the United States. An additional large number are 
classified as mentally retarded, making the total, according to 
authoritative estimates, around 3 per cent of the total popula- 
tion. As Emerson once said, ‘‘ Knowledge is the antidote of 
Fear.’’ 

They also learned that many of the fears and fancies they 
had had about mental deficiency were false. The number 
of cases due to heredity, for example, is no more than 50 per 
cent, and there are just as many mentally retarded children 
born to normal parents, to families of doctors, lawyers, 
bankers, merchants, and so on, and they are due to many 
causes. 

The projects undertaken by the group were stimulating and 
exciting. Many activities touched the hearts of the parents. 
A depth of understanding and sympathetic feeling exists 
among them, all working as they are for the same purpose— 
to help these forgotten’ children. All parents of retarded 
children are welcome, regardless of race, creed, or color, and 
they work together in a way that makes the group entirely 
different from any other type of organization. 

A year or so later another unit was formed in the Essex 
County area, following almost the same procedure, and then 
other units throughout the state, until now the Parents Group 
is a state organization and has units in 15 of the state’s 21 
counties with an enrolled membership of about 3,500 parents, 
and we are still only three years old. All we want is an oppor- 
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tunity to make the lives of these retarded children happier 
and more useful. 

Recently, at a meeting held in Minneapolis, representatives 
of more than 90 parents organizations for mentally retarded 
children from about 16 states got together to form a national 
association of parents groups. Its object and purposes are as 
follows: 


1. To promote the general welfare of mentally retarded 
children of all ages everywhere—at home, in the com- 
munity, in institutions, and in public, private, and re- 
ligious schools. 

2. To further the advancement of all ameliorative and 
preventive study, research, and therapy in the field of 
mental retardation. 

3. To develop a better understanding of the problem of 
mental retardation by the public, and to codperate with 
all public, private, and religious agencies, international, 
federal, state, and local, and with departments of educa- 
tion, health, and institutions. 

4. To further the training and education of personnel 
for work in the field of mental retardation. 

5. To encourage the formation of parents’ groups, to 
advise and aid parents in the solution of their problems, 
and to coordinate the efforts and activities of these groups. 

6. To further the implementation of legislation in behalf 
of the mentally retarded. 

7. To serve as a clearing house for gathering and dis- 
seminating information regarding the mentally retarded, 
and to foster the development of integrated programs in 
their behalf. 

8. To solicit and receive funds for the accomplishment 
of the above purposes. 


We are not organized as a pressure group and do not intend 
to become one. We do think that mentally retarded children 
should be given a chance to be trained and to develop to the 
full extent of their capabilities. This is as much their God- 
given right as it is that of the normal child. But we also know 
that we will not achieve it merely by demanding it. 

We realize that it is necessary to educate the general public, 
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and that brings us to the second step. We must show parents 
of normal children that we are trying to help ourselves and 
our children. So we start and operate classification clinics 
for the examination and testing of these children; we organize 
special day camps during the summer; we establish special 
classes for children who are selected for them, and the parents 
share the costs. We do these things to demonstrate to edu- 
cators, to legislators, and to the general public that these 
children can be taught how to live, how to get along in their 
homes and in their communities, how to become more inde- 
pendent, and perhaps, in some cases, reasonably self-sufficient 
members of society. 

We believe that these experiments will lead to a new type 
of education adaptable to our public-school systems. It will 
reduce the need for institutionalization of thousands of these 
children, thereby lessening the cost of such public service. 
It offers opportunity for reducing inter-family conflicts, and 
facilitates the ability of normal children of the family to lead 
a more conventional life without the tensions that these sub- 
normal children have caused. 


If the community tries to solve its problems, its citizens, all 
of them, must know what the problems are and take an intelli- 
gent view of them. 

I am sure that the problem of the mentally retarded child 
will soon be met, but it can be met only by first educating and 
activating the parents of these children, and then by educating 
and activating the general public. 





MORALE 


DAVID PERK, M.D., D.P.M. 
Johannesburg, South Africa 


N World War II, when the British troops returned to the 

shores of England without equipment and in many in- 
stances without leadership, there was a widespread awaken- 
ing to the significance of morale. Had the troops any fight 
left in them? Could they be reinspired to the supreme duty 
of facing again the enemy who had chased them ignominiously 
from the Continent? How would the demoralized state of 
the returning troops and the defeat on the Continent affect 
the morale of the civilian population? How was the popula- 
tion reacting to the unceasing propaganda of Teutonic invin- 
cibility, supported now by the further dramatic evidence of 
the three-week conquest of Western Europe? Later, when 
German bombs came raining down almost nightly on the 
crowded cities in the British Isles, the question of how long 
the ‘‘nerve’’ of the people could hold out became everybody’s 
anxious preoccupation. 

The answer to all these questions, it was recognized, was 
contained in the word ‘‘morale.’’ An attempt is made in this 
paper to define the quality that we call ‘‘morale,’’ to review 
the various contexts in which it frequently figures, and the 
criteria by which it is assessed. The most important factors 
that promote morale and those that militate against it are 
considered against the background of a nation at war. 

Morale is the barometer of the individual’s and the com- 
munity’s capacity for suitable response to the call of duty and 
of the fortitude and tenacity displayed in the response. In 
the case of the individual, it is a measure of more or less 
limited interest; in the case of the community, it has a wider 
interest and implication. The importance of morale is in 
direct proportion to the situation in which it is considered. 
In tranquil times, morale is seldom heard of. The spirit in 
which a community sets about the tasks of work and of play, 
of governing itself, and generally of dealing with the day-to- 
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day problems that arise, is so much part of its established 
tradition that it is not ordinarily looked upon as indicative 
of morale; but that is only because the problems of daily life 
are not commonly regarded as significant enough to be a 
reliable test of moral fiber. As soon as a crisis develops, an 
economic slump, a threat of war, a national disaster, every 
one becomes morale-conscious. In war time especially, whén 
a country faces the gravest of possible perils, morale becomes 
everybody’s watchword. We may not all call it morale, and 
we may differ in the criteria by which we judge it, but each 
in his own manner tries to sense the way in which the nation 
is standing up to economic and domestic upheaval, to separa- 
tions and bereavements, to enemy bombing, to reverses suf- 
fered in battle. That, in effect, is the measure of civilian 
morale in war time. 

To the military leaders, the morale of the troops is an index 
of their preparedness for battle, of their response to training 
and discipline and conditions in the services. Morale, in 
short, holds the secret of success or failure in battle, of sur- 
vival or annihilation. Every intelligent commander of troops, 
however modest the command, sooner or later learns to keep 
a weather eye on morale. 

Psychiatrists, in World War II, discovered that morale 
was a most valuable prognostic aid. If morale were not taken 
into consideration, one could be misled in basing prognosis 
solely on the nature and duration of the symptoms present. 
Good morale is duty’s premier ally; the man possessing it 
sought to remain in action with his comrades as long as it 
was physically and emotionally possible for him and, when 
evacuated as a casualty, sought to return to it at the earliest 
moment possible. Returning such a soldier to his unit in 
action might mean, as it sometimes did, a further breakdown 
under stress, but whilst his morale lasted, it meant that the 
man did his utmost to stay in battle. Sooner or later, with 
repeated breakdowns, morale suffered, and at that stage no 
useful purpose could be served by returning the man to action. 
Failure to sense this downward turn of morale could result 
only in further exposing the now unduly susceptible soldier 
to stress, and inducing, as a consequence, the grosser mani- 
festations of protective neurotic illness. 
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The criteria by which morale is judged vary with the situa- 
tion. In the fighting services the ultimate criterion is the 
will to fight, to face danger and death. There are, of course, 
numerous penultimate criteria, such as the alertness, smart- 
ness, discipline, skill at arms, solidarity with leaders and 
group, of the soldier. In the civilian population during the 
war, morale was especially put to the test during bombing 
raids. 

Nothing was more eloquent of morale than the instance of 
the man who would not move from his home in a danger zone, 
arguing that he had been born and bred in the house and 
nothing was going to move him. On the other hand, there 
were numerous instances of flight into the country from a 
bombed area, when nothing could induce the evacuees to 
return to their homes and work. They left their beloved 
homes with their treasured contents, they left their work and 
their friends, heedless of everything but their own safety. 

Here was a danger to the nation. Organized communities 
were broken up; industries, perhaps vital to the war effort, 
were denuded of man power; and the fleeing, panic-stricken 
individuals took with them into communities whose morale 
was still unshaken by actual experience of the frightfulness of 
war, not only their demoralized outlook, but the numerous 
face-saving (albeit unconscious) antisocial grievances and 
sentiments. They grumbled that they had no protection from 
the fighting services against raids; that they were not pro- 
vided with shelters; that there was no adequately organized 
fire-fighting, rescue, and first-aid service; that the provision 
of shelter, warmth, and food to the bombed-out was inadequate 
and accompanied by too much red tape and lacking in under- 
standing and humanity; and so on. 

There was, thus, a dual problem created by the evacuees 
—that of their own morale and that of the morale of those 
whom they might contaminate. It became a matter of vital 
importance to the British Government to ascertain how 
morale was affected by the bombing of towns, what factors 
introduced by bombing lowered morale, and what steps were 
best calculated to improve and uphold morale. 

I was stationed in Netley, across the tongue of water that 
separates it from Southampton, wken the latter place was 
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repeatedly bombed during the first. raids on England in 
September and October, 1940. I could not but be impressed 
by the unpreparedness of the Southampton community to deal 
with the immediate effects of the bombing of their town in 
those early days of air raids. Whatever organization they 
had prepared in advance to deal with incendiary bombs and 
fires, with rescues from bombed buildings, with the succor 
of the homeless and the shocked, was so patently inadequate 
as to add grievance to the injury of the unfortunate casualties. 
The individual was left feeling that there was no one capable 
of dealing with the situation, no one who cared for him or 
his, no one to tell him what to do next or where to go. In 
fact, there was nowhere to go for shelter, warmth, and food 
in the early raids on Southampton. 

The consequence was that people made their way out of 
town into the countryside regardless of the tasks and duties 
to be performed. It was clear that if there was no leadership, 
there was little sense of community. The integration of a 
community was not nearly as important as leadership. If 
there had been any one present to give encouragement to the 
shocked and the homeless, to the injured and the bereaved, 
to indicate to them where to go and to aid them to get there 
—in short, to show sympathy and strength and guidance in 
those first hours of the shock produced by the raid of bombs, 
morale would have been largely saved. If such leaders had 
had the help of an efficient fire-fighting and rescue service, 
had had receiving stations organized to house and befriend 
the shocked and homeless, their leadership would have been 
so much the more effective, but facilities were as lacking as 
leaders. 

Most of those who made for the country roads during the 
night of the raid made their weary way back in the morning. 
The repetition of this on successive nights in many instances 
exhausted resistance to the panic and menace of air raids, so 
that with encouragement by authorities to those who had no 
vital work to perform to evacuate themselves, not a few of 
these refugees did not return to their homes and work, 
essential though the latter may have been to the war effort. 
The morale of those who remained for the sake of their work 
was no doubt assisted by the knowledge that their families 
were safe in some reception area. 
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So it came about that sooner or later a fresh equilibrium 
was established in an area subjected to bombing; the weaker 
in morale had evacuated themselves or been evacuated and 
those left were, on the whole, the stronger in morale, because 
they had a special purpose in remaining and because their 
families were safe. In addition, as the war lengthened, the 
various services—fire-fighting, rescue, first-aid, and so forth 
—became better organized, more adequate and alert; there 
was better warning of danger and more forceful opposition 
to the enemy. A comradeship of those facing a common 
danger evolved in time and produced a more vigorous com- 
munity feeling than the peace-time one disrupted by the first 
bombs. 

Probably the maximum terror effect produced by a bombing 
raid on a community is in the first raid. After that, though 
its nerve becomes cumulatively more strained by successive 
bombing attacks, expectancy tends to reduce the immediate 
terror effect of a bombing. The longer the interval between 
raids, the more opportunity is given to a community to regain 
composure and courage. There can be little doubt that if 
bombing is required to serve the purpose of disorganizing 
and scattering a community in the most effective and sus- 
tained way, it must be kept up with as little an interval 
between raids as possible until the effect is achieved. 

The removal of families to a safety zone was not without 
disadvantages. Any rumor or news of bombing in the neigh- 
bourhood of such a zone aroused anxiety for the family and 
adversely affected morale. If the woman was evacuated with 
the children, the man was left without care and companion- 
ship, and this was generally damaging to morale. Hostels 
for employees without homes, or without any one to care 
for them at home, were not always appreciated by those 
accommodated in them. As a rule, it suited the younger peo- 
ple better than the older. The latter missed the comforts 
and companionship of the home. Improved factory condi- 
tions, canteen facilities, entertainments in factories, all helped 
the morale of the workers. The increased pay during the 
war was not an unmixed blessing. It tended to encourage 
extravagance and absenteeism, especially on the part of the 
younger workers, and, to some minds, made duty with the 
armed services, with lesser pay and greater sacrifices, unat- 
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tractive by comparison. It had a demoralizing effect, in other 
words, on certain elements of the population. 

The more volatile a people, though not necessarily the more 
imaginative, the more frail morale generally is. The capacity 
for mental and emotional discipline, whether it is an inherited 
trait or is acquired by training or both, helps greatly to 
sustain morale when it is under attack. The Anglo-Saxon 
temperament is probably, generally speaking, better able to 
sustain morale under adverse conditions than the Latin 
temperament. Apart from temperament, a nation’s morale 
derives strength from national traditions. The British, on 
the whole, have a weak sense of state. They have patriotism, 
but it is inspired by a historic sense, by treasured personal 
memories of the country, its institutions and traditions, by 
a strong loyalty to the crown. Perhaps the most treasured 
heritage that inspires the British national tradition is liberty 
of the subject. The Britisher is jealous of the rights of the 
individual against the demands of the state, so that a war 
to protect the liberties of the individual against the threat 
of totalitarianism was assured of the support of the masses. 

This peculiar regard for the individual is manifest in 
British military tradition and law. British military training 
encourages the soldier to take a pride in himself, his officers, 
his regiment. His training is designed to stimulate initiative 
and self-reliance. The consequence is that, when leadership 
flags and fails, the British soldier is less likely to be demoral- 
ized than most. The British, through experience, have evolved 
a philosophy of complacency in the face of early defeats in 
war; they cheer themselves with the reflection that it is the 
last battle that wins a war. They have not acquired an 
invincible herrenvolk outlook which is incapable of adjusting 
itself to defeat. 

The British attitude to leadership has, at any rate until 
recent years, reflected a peculiar blend of feudalism and 
democracy. It has, on the one hand, looked upon hereditary 
leadership in all walks of life with great respect and esteem, 
and on the other, has cherished and jealously guarded the 
rights of democratic opinion. Despite the shortcomings of 
a democratic franchise, the people have felt that, through 
the vote, they have had the leaders they asked for. British 
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public opinion is not, therefore, vulnerable to disillusionment 
by the shortcomings and failures of their leaders. They share 
the responsibility for such failure. The infallible fiihrer is 
foreign to the British view of leadership, and failure of the 
leader is, therefore, not so shattering to morale. The dis- 
cipline that goes with such an attitude to leadership derives 
its strength from the individual’s implicit consent in the 
leadership, and the recognition that if it fails to be guided by 
public feeling and opinion, it can be removed by the with- 
drawal of public support. 

In the case of the German people, the governing sentiment 
has been one of self-immolating devotion to the state and its 
head. The morale of the individual German was to a large 
extent sustained by pride in the achievements and successes 
of the state and its fiihrer. The individual was, however, so 
overawed by the superhuman, as it seemed to him, character 
of his fiihrer—whose constant refrain it was that the subject’s 
duty was to sacrifice himself to the furtherance of the state’s 
aims and implicitly to trust and obey the commands and direc- 
tions of the leaders—that he had little feeling of self-worth, 
apart from the state, and his capacity for thinking for himself 
and for exercising initiative atrophied. The result of this 
attitude toward self, state, and leaders was that when, in the 
chaos and confusion caused by aérial bombardment, or in 
the clash of armies in the battlefield, leadership was tempo- 
rarily overwhelmed, morale suffered, not only from disillu- 
sionment in leaders whom the people had come to regard as 
invincible and who had promised inviolability to the popula- 
tion of the country, but also from the feeling of impotence 
the German experienced in the absence of a leader. 

Ultimately, when the policy of the state and its leader 
brought repeated failure and finally disaster to it and intense 
misery to the individual German, morale collapsed with its 
two main supports, the fiihrer and the state. The idea that 
the German leaders sought to inculcate in the minds of their 
people—that they were herrenvolk, superior in birth and 
worth to the other peoples of the earth—had a boomerang 
effect in their defeat at the hands of these supposedly inferior 
peopie. Though the fact that the greater part of the earth’s 
population was opposed to them comforted the national ego, 
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these opponents were, nevertheless, inferior in quality, accord- 
ing to the German conception of them, and defeat at their 
hands was deeply humiliating. 

Very much the same sort of psychology applied to the 
Japanese. They have, from time immemorial, looked upon 
their emperor as a deity springing from the sun, above all 
human frailties and interests, possessing infinite wisdom and 
power. He had not only his own great wisdom and that of 
his counselors to guide him, but also the accumulated experi- 
ence and wisdom of his long line of God-ancestors, to whom 
he turned for communion in time of crisis. He presided over 
the destiny of the individual Japanese and their country; 
they could not, therefore, go wrong or fail. It was part of 
the Japanese tradition, as it was of the German, that the 
other peoples of the earth were inferior. 

The failure of Japanese leadership and defeat by inferior 
peoples was, perhaps, not so catastrophic to Japanese morale 
as it was to German morale for several reasons. One is that 
their emperor remained at their head in defeat. He remained 
in spiritual command of his people and showed them com- 
passion in their defeat. This contrasts with the anger Hitler 
showed under threat of defeat, declaring that the Germans 
would deserve destruction if they could not prevail against 
their enemies, and with his desertion of his people in their 
defeat. Japanese unity was preserved by the retention of 
the emperor, and this helped to sustain Japanese morale. 
In addition, worship of the emperor has constituted an inte- 
gral part of the Japanese way of living and thinking for so 
long that a setback to the prestige of the emperor, however 
catastrophic, could not immediately destroy the habit of 
worship. In any case, ancestor worship, which was associated 
with emperor worship, remained to give the Japanese support 
in their distress. 

Again, the Japanese people on the mainland did not witness 
defeat in a manner that brought it home to them penetrat- 
ingly. They witnessed the destruction wrought by atom 
bombs, but not the defeat that means routing of armies and 
invasion of the home land by the enemy. Their armies fought 
overseas, and the enemy did not set foot on Japanese soil 
by force of arms. He was invited in when the emperor called 
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the war off; he became an honored guest. Free from 
aggression toward the enemy, the Japanese could feel the 
superiority of a people witnessing an intrusion by a people 
of a different culture. 

The weakness of a national tradition of herrenvolk and 
heroism is that it is unable to credit other peoples with 
courage and strength to stand up to challenge by the master 
people, especially if the initial fighting advantage is theirs. 
Herrenvolk overestimate their own capacity for aggression 
and its effect on others, and this proved a mortal mistake 
both in the Germans and in the Japanese. It is no less 
important to know the strength or weakness of the enemy’s 
morale and its structure than to know one’s own, and the 
herrenvolk are unable to see others but in a poor light. The 
herrenvolk reject their own frailties and inadequacies and 
project them on the enemy, who is hated all the more for that 
he represents all that the master people hate in themselves. 

When the Germans chased the British from the Continent, 
Hitler thundered that the British were violating the rules of 
war to continue fighting when he considered them beaten. To 
Hitler, the continued resistance of the British after their 
defeat o1 the Continent was insane. He had underestimated 
and niisconceived British morale. When the Japanese decided 
to attack the U. S. A. fleet at Pearl Harbor, before declaring 
war, they could not have calculated that its effect on American 
morale would outweigh the tactical advantage to themselves 
of destroying and crippling a considerable part of the Ameri- 
can fleet at the outbreak of hostilities. 

The Germans set great store by the effect of their fright- 
fulness, both in propaganda and in air attacks, on the morale 
of those whom they wished to subdue, and there can be little 
doubt that their policy brought in, initially, handsome divi- 
dends. Their propaganda, by written word, film, and broad- 
cast, of the invincibility of the Reich army and the unity and 
strength of the German people, coupled with the demoraliza- 
tion produced by Fifth-Column activities, brought Austria, 
Czechoslovakia, Roumania, Bulgaria, and Jugoslavia under 
subjection without the firing of a shot. And the fall of France 
had not a little to do with the same mechanism of demoraliza- 
tion. 
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Nor were German propaganda and air attacks on the 
civilian population without effect on the morale of the British 
people, though they had not the cataclysmic effect anticipated 
by the Germans. Their anticipations were equally awry in 
their calculations of the effect of a blitzkrieg on Russian 
morale. The Germans had such a poor regard for Russian 
arms, military organization, and Russian morale that they 
planned to defeat the Russians within a matter of months, 
before going on to attack the more doughty opponent in the 
West, but if the Germans may not have been wrong in their 
view of Russian war power, they were certainly mistaken in 
their opinion of Russian morale. 

Anxiety induced by danger has, initially at any rate, a 
depressing effect on morale. The less mentally prepared one 
is for the danger, and the more frightening the anticipation 
of it, the more depressing its effect on morale. As subsequent 
events proved, the view formulated in advance by British 
civic and national authorities of the effect of the bombing of 
towns by an enemy was such as to inspire the population 
with the utmost fear of such an eventuality. The first mass 
reaction to the bombing was panic in character. As a better 
appraisement of the danger to life and property by bombing 
was reached through experience, there was less fearful antici- 
pation of it and less panicky response. 

The same sequence was witnessed in the case of troops 
who were being prepared for battle. Dive-bombing and tank 
attacks were particularly dreaded by British troops in the 
early days of the war, as bayonet attacks were by the German 
troops. It was largely because the troops, whether British or 
German, had not been adequately prepared for such attack 
that they were so fearful of it. As British troops became 
battle-experienced in the battlefield or in realistic battle 
schools, they became less prone to panic reactions to dive- 
bombing or tank attacks. 

The call for aggression arouses anxiety in proportion to 
the degree to which aggressive impulses are feared and 
resisted, but providing that the anxiety aroused does not 
prevent the individual from meeting the challenge, the 
counter-aggression provoked tends to absorb anxiety; and 
morale tends to stand high or low according to the amount 
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of anxiety present. Most neurotic battle casualties occur at 
the beginning of a battle; they are, generally speaking, the 
people who cannot stand up to their own aggression. As the 
battle proceeds, morale moves up or down with the success or 
failure of one’s side. The task of leadership is, therefore, 
to reinforce morale against anxiety, whether before aggres- 
sion has had a chance to absorb some of it, or during battle 
when the enemy’s aggression is provoking more anxiety than 
one’s own aggression absorbs. 

The child imbues the father with magical qualities which 
reflect and compensate for the child’s own comparative physi- 
cal feebleness, lack of knowledge and experience, and social 
confidence. Under stress, the adult is very prone to seek to 
offset his anxiety by confidence deriving from a leader, whom 
he vests with the magical attributes he once credited to his 
father. The more the leader has earned this confidence and 
trust before a crisis has provoked an access of anxiety in his 
charges, the easier it will be for them to gain strength from 
him in this situation. To win the filial attachment and trust 
of his charges, a leader must, therefore, show in his relations 
with them an unfailing understanding, patience, and depend- 
ability, and a greater skill, experience, and wisdom, especially 
in the situation for which he has been chosen as leader. 

The confidence the soldier feels in his officers, to whom he 
is attached by bonds of unit association, comradeship in battle, 
and personal esteem, saves him from crippling anxiety, for he 
feels a sense of invulnerability under the leader’s omniscient 
protection and guidance. The less mature the individual, or 
the more harassing the situation in which the soldier finds 
himself, the more is this feeling of confidence likely to be 
needed. The anxious soldier will not infrequently seek to 
remain in physical proximity to his officer to gain a sense 
of protection. 

It was a matter of everyday observation in service units 
that ordinarily the new arrival’s confidence in himself grew 
day by day, as he lost the feeling of strangeness in the new 
human and physical environment and began to know and to 
feel attached to his comrades and leaders. There might, of 
course, be adverse factors militating against this process of 
adaptation, some residing in the new arrival and some in the 
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unit, but, generally speaking, familiarity dissipated more 
anxiety than it bred. Both the individual and the unit gained 
moral strength from association, and, within limits, the 
longer the association, the greater the moral strength grew. 
The unit freshly made up for some task was less likely to 
have the cohesion and staying power of an older unit. The 
morale of replacements arriving fresh in a unit in the throes 
of battle was generally not as high as that of the troops 
longer associated with it, and as much as to anything else 
this was due to ignorance of, and therefore lack of confidence 
in, the unit’s leaders. 

Depending on the degree to which a unit’s morale rests on 
its leadership, the loss of a leader produced correspondingly 
a lowering of the morale of a unit. This generally proved 
temporary, for leadership is vested in a hierarchy of ranks 
in an army unit, and as one leader goes, another steps into 
his place, and allegiance is automatically transferred to the 


newcomer. 
The loss of a leader is likely to be more disturbing to morale 


when it oceurs in time of battle than at any other time. In 
ancient times, when participation in battle was largely in- 
spired by leadership, the loss of a leader might mean the 
loss of the battle; but to-day morale tends to be more related 
to a sense of identity with the group and to a sense of cause 
than to leadership, so that the loss of a leader has not the 
same shattering effect. In peace time, the influence on morale 
of the demise of a leader is not nearly so pronounced as in 
war time, because peace-time morale is not so closely linked 
to leadership. 

In civil life, a person may or may not find himself or herself 
working under a higher authority, but in war time, especially 
in the fighting services, integration of the community, in 
order to obtain maximal effective effort, can be achieved only 
through leadership of all its task groups. Both this fact and 
the need for leadership that most individuals feel under the 
threat of disaster and annihilation bring into being, almost 
overnight, a host of leaders of various grades. They are not 
all experienced or tested in their tasks, and failures, whether 
because of inadequacies in the leaders or because of the nature 
of the situations met in war, are inevitable. The way the 
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soldier reacts to inadequate leadership has an important bear- 
ing on his morale. The circumstances of war and the organ- 
ization of the fighting services promote hero worship; the 
soldier is only too ready, generally speaking, to conceive his 
leaders in heroic mold. Both leader and soldier are fortunate 
if the former is made of that stuff; if not, discipline and 
morale get strained and the numerous hostilities, first felt 
by a soldier on enlistment and absorbed during training, 
progressive integration in a group, and loyalty to leadership, 
are reévoked in various degrees, affecting the morale both of 
the individual and of his unit. 

Some set higher standards for their leaders than others, 
often in inverse proportion to their own felt inadequacies. 
Some gladly accept authority and may even enjoy its harsh 
moods. Some may feel subdued and apprehensive in the 
presence of authority, and, in consequence, seek to fight shy 
of it. In failure, excessive guilt may be felt toward the 
beloved leader. Others project their inadequacies and remain 
ever-critical of their leaders. The morale of this type is 
very frail. More pathologically, the individual projects and 
inverts his hostile feelings, so that he feels persecuted by 
authority. Generally speaking, the attitude taken up by the 
average soldier to his officers is inspired by a mutual regard 
for the complementary réles they have to play in the organ- 
ization of a fighting service, by respect for seniority, and, 
where merited, by admiration for achievement. Numerous 
other emotions—the friendship that comes from long associa- 
tion, common battle experience, common pride of unit, and 
so on—by degrees cement the relationship between the soldier 
and his officers into a sentiment that gives him a feeling of 
belonging and protection that lies at the very core of his 
morale. 

When the individual is enveloped by situations that confuse 
and distress him with the clamant demands for the suspen- 
sion of normal peace-time pursuits and objectives, on the 
one hand, and orientation to a life of ‘‘blood, sweat, and toil’’ 
on the other, the super-ego is called on to take the major 
share in the control of the psyche, in order that harmony with 
the group ideals and a sense of personal integration in the 
new orientation may be established. There is an inner call for 
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a flag, a standard, a leader. The nations that, at the outbreak 
of war, were led by men who inspired mass support and 
adulation had better morale than those that had no such 
leadership. All the major warring powers had dominating 
personalities at their heads, except France, and this fact 
probably contributed in no small measure to the poor 
demonstration of resistance to the enemy given by France. 
A leader chosen to deal with a crisis is generally a hero 
only so long as the crisis lasts. When it is over, the super- 
ego which, whilst the crisis lasted, exacted self-suppressive 
discipline and sacrifice, is called to a halt; the war-time 
leader, who had the duty of harnessing the nation’s collective 
super-ego for the supreme task of national survival, has, 
as a rule, as history proves, to make way for a leader less 
vividly identified in the public mind with the order of ‘‘toil, 
sweat, and blood.’’ 

The morale of a group is ultimately based on the morale 
of the individuals who make it up; yet, if one were to analyze 
it down to the individual, one would be likely to miss the 
group spirit, for it is something created by the interaction 
of the individuals composing the group and by the collective 
possessions of the group as distinct from those of its indi- 
viduals. The group derives something from the individual, 
and, conversely, the individual derives something from the 
group. What affects the individual ultimately affects the 
group and vice versa. The morale of the individual includes 
elements that derive from group morale or from the factors 
on which it is based and from elements that reflect the indi- 
vidual’s psychical structure and the degree of its integration. 
The two are, of course, intimately related, but it is possible 
to distinguish the group ego, manifest in the individual, from 
the individual ego. 

Group unity and, therefore, morale, will be the greater as 
its composition tends to racial and cultural homogeneity. The 
traditions and record of a group have a powerful influence 
on its morale. Leadership, conditions of training and living, 
equipment, and battle preparedness determine the cohesion, 
military efficiency, and happiness of a unit. Finally, success 
and failure in battle are the crowning influences that exalt 
or depress the morale of a service group. These factors 
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create and affect the morale not only of the group as a whole, 
but of the individuals composing it, so that the individual’s 
response to them is the sum of his reaction to group feeling 
and his own individual reaction. 

The group has a personality that has preceded any com- 
bination of individuals currently constituting the group, and 
one that will outlive them. Group feeling and outlook are 
determined by a continuous interreaction of the emotions 
and ideas of the individuals composing it in relation to 
the personalities currently embraced by the group, to the 
situations confronting it, and—last, but not least—to the 
timeless personality of the group. This group ego is gradu- 
ally acquired by the individual as he comes to be more and 
more identified with the group. With a group that has been 
constituted for a long time and that has not suffered fre- 
quent changes in its composition, there will be a good deal 
of uniformity of response to problems and situations. Never- 
theless, the group ego never wholly replaces the individual 
ego, and coloring the reactions of the group ego will always 
be something that belongs to the individual’s psyche as dis- 
tinct from the group spirit and tradition. 

The morale of the individual, provided he is not so unstable 
as to be unable to adjust, probably depends, in most instances, 
on group morale as much as on anything else. The key to 
individual morale, therefore, comes to lie largely in group 
identification. The individual may, even before reaching his 
new unit, have had some prior acquaintance with it and 
knowledge of its tradition and history, and may thus feel 
some measure of identification in advance. 

Often it is his experience with the unit’s leaders that forges 
the first link between the new arrival and his new unit. The 
new arrival, until he gets to know his fellows, regards them 
all as strangers, as indeed they are; the exception, to some 
extent, is the commanding officer. To him the new arrival 
feels a loyalty in advance of personal acquaintanceship, and 
from him he expects a personal interest and guardianship. 

This attachment to the leader helps to cushion the rude 
shocks the new arrival receives in his early days in a unit. 
This protective effect of the leader is more important to 
the raw recruit than to the time-hardened soldier, whom expe- 
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rience has taught what to expect and who has developed 
an independence and a toughness in his relations with fellow 
soldiers. 

By degrees the loyalty to the C.O. expands to embrace the 
group he leads; acquaintanceship with its personnel, habitua- 
tion to the environment, common training and experience, 
all promote an identification with the group. Everything 
that promotes pride in the group—effective command, achieve- 
ment in action, pride in equipment, amenities, and regimental 
esprit de corps—assists in the establishment of identification. 

With approaching action, under growing threat, the urge to 
identification with the group is especially strong, for the 
group fortifies the individual against his sorely felt impotence. 
Under stress of an unfamiliar or challenging environment or 
situation, the individual is impelled, by the unconscious 
memory of a strength and confidence that derived from utter 
dependence on an all-powerful father, to seek courage and 
fearlessness in dependence on an authority outside himself. 
The more his conception of this authority is one of unique 
strength and resilience and wisdom, the more confidence he 
derives from identification with it. 

As anxiety mounts with growing threat by the enemy, 
group feeling tends to be strained, especially under adverse 
circumstances, such as overwhelming enemy strength, poor 
leadership, or purely personal difficulties. The individual 
feels more and more thrown back on his own resources as 
distinct from group resources, and his own stability and 
experience come increasingly to be tested by the various 
currents of anxiety enveloping him. 

A very reliable indication of a soldier’s morale, when he 
is evacuated as a casualty from the battle line, is his group 
feeling. The soldier who early begins to express anxiety 
lest he lose his unit by remaining in hospital has still got 
group morale and is able to face up to further battle stress, 
though it is possible that he may be countering his repressed 
hostility to the group by anxious insistence on rejoining it. 
In the latter case, group morale is more apparent than real. 
Not infrequently, also, the anxiety to rejoin a unit relates to 
the fear of losing rank, and is rather a reflection of self- 
esteem than of group feeling. 
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The soldier who has not achieved strong identification with 
his group is the more prone to experience anxiety in action, 
and, if wounded, to withdraw interest from the group. It 
may, in fact, release certain hostile feelings toward the group 
for exposing him to the danger of being wounded and for 
not protecting him. The hostile feelings reflect the indi- 
vidual’s dependence needs, which are ultimately frustrated 
when the individual is confronted with the anxiety aroused 
in battle. More pathologically, the individual projects and 
inverts his hostility and feels persecuted by the group, and 
he commonly rationalizes the persecution on a grandiose basis 
which converts his inadequacy and dependence into personal 
power and achievement. 

How far does morale depend on appreciation of cause? 
It was notorious how confused a notion of the issues at stake 
many a soldier had. It should not, however, be deduced 
from that, as is often done, that a sense of cause plays little 
part in building up and sustaining morale. The comprehen- 
sion of issues varies with the caliber and interests of people. 
The simple soldier often conceived the challenge of Hitler 
as being directed against some personal interest or privilege 
he valued, and this could stir him no less than the larger 
issues recognized by the more complex mind. The mercenary 
of former days was frequently a good soldier; his cause was 
the art of war, the valor that marked a soldier, and the 
victory of the side on which he was fighting. Other issues 
were of little or no concern to him. 

It cannot be denied that, with some soldiers of the non- 
intellectual type, sense of cause contributed little or nothing 
to their morale, which could still be, and often was, very high. 
The sense of cause is, of course, no criterion of its moral 
rightness. The Nazis were as moved by the justice of their 
cause as their opponents by the conviction that it was wrong 
and vicious. Of all causes, the one that calls forth the 
greatest effort is the threat of annihilation. It stirs the 
individual and the people to their innermost depths. In 
most wars, national survival, self-preservation, is, sooner or 
later, added to the other causes that have brought them about. 

Ultimately, morale is related to self-esteem. The rela- 
tionship is not, however, direct. It depends on whether self- 
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esteem equates with public esteem. The further apart they 
are, the greater the anxiety felt by the individual and the 
lower the morale. Life in the services is planned to promote 
self-esteem; the soldier is made to feel that his place in 
his unit, his uniform, and his officers give him worth. This 
is especially true of his rank, if he holds any. But the new 
recruit has to resolve a number of habits of mind to be free 
to reéstablish his self-esteem securely. He arrives with a 
self-esteem derived in civilian life from the esteem of his 
family and friends and from his socio-economic status, and 
he finds, as a rule, that little regard is paid to this self-esteem, 
and that he has to win esteem afresh in an environment that 
is strange to him, with people who are strangers and in skills 
that are strange to him. 

Morale suffers with the first shock to self-esteem, but it 
soon recovers with the adaptation to the new life. Where 
there are personality or environmental factors opposing or 
militating against adaptation, morale remains poor. To some, 
one of the most difficult adaptations is the surrender of per- 
sonal freedoms, so that whilst the soldier may pass the other 
tests of the new environment, he continues to get chaffed 
by the orders and regulations he has to obey and by the 
restrictions they impose on his accustomed freedom of living 
and self-expression. This is the more likely to happen when 
the leadership is poor, though it more often betrays the psy- 
chopathic outlook of the soldier. 

If a service man has been in the services for any length 
of time, his self-esteem becomes so linked to service life 
that he often feels temporarily demoralized when the service 
props of his self-esteem are suddenly removed on demobili- 
zation and he is confronted with the task of building up a 
fresh background for his self-esteem. 

Among the strongest supports of self-esteem in the serv- 
ices is group pride; so much so that the ego may be seen as 
an appendage of the group. Feeble identification with the 
group may be an obstacle to the establishment of self-esteem 
on a service basis and, therefore, to the development of 
morale. Exceptionally, however, a soldier remains strong 
in his self-sufficiency with poor group identification. Nor- 
mally the individual compromises between the demand of his 
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ego-ideal, which is that of living up to the highest and strict- 
est standards of the community, and the limitations upon his 
capacity to do so imposed by instinctual and egoistic urges 
and requirements, and self-esteem sooner or later adjusts to 
the compromise. 

Where the ego-ideal exerts such a tyrannical influence as 
to render compromise difficult or impossible, the individual 
may outwardly appear and behave as a model soldier, but 
inwardly he harbors feelings of inferiority and unworthiness 
and failure which, under additional strain, readily produce 
depression of self-esteem and of morale. At the other extreme 
is the individual of paranoid disposition, who puts the onus 
of his failure on the community, and the individual of psycho- 
pathic attitude, who refuses to recognize failure because he 
has not admitted the claims upon him of his ego-ideal. The 
former preserves some measure of self-esteem, but it is 
narrowly based; it is unsupported by group consciousness 
and morale can at best be feeble in such a case. The same is 
true of the psychopathic personality. 

Various permanent and passing situations which determine 
morale have been noted in the foregoing passages. Passing 
situations produce fluctuations in morale, the extent of which 
varies inversely with the strength of morale. The attitudes 
and adjustments to the permanent situations—leadership, 
group, cause, and so on—determine the character of morale, 
and, as has been indicated in dealing with the various per- 
manent situations, the responses to them reflect the structure 
and stability of the individuals concerned. Generally speak- 
ing, the less stable the individual, whatever the destabilizing 
factors active within the personality may be, the less the 
capacity for adjustment and the more frail and unenduring 
the adjustments. Nevertheless, it depends a good deal on 
the nature of the destabilizing factors present whether, in 
certain situations, adjustment is more or less possible and 
whether or not it is likely to last. In other words, the insta- 
bility may reflect the fortuitous confluence of an unstable 
personality facet and a provoking situational set-up. An 
individual may possess a high morale, and yet, beyond the 
individual’s conscious awareness and ready recognition by 
the onlooker, some latent interest or impulse may exist which, 
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should the individual find himself in a suitable situation, may 
be aroused into manifest activity, producing anxiety and 
unsettlement, with resultant deterioration of morale. 

The nature of army life and of war is such as to create 
such situations, which the individual does not ordinarily meet 
in civilian life in peace. Thus, an officer with a good war 
record, stationed in a desert post with a small group of 
men, came to see me and asked for help because he experienced 
homosexual urges which he found distressing and demoraliz- 
ing. His association with women in his civilian past had yielded 
him no satisfaction, and was generally shortlived. Yet, though 
he was clearly a repressed homosexual, he had not, in civilian 
life, been seduced by circumstance into conscious or active 
homosexuality. A situation thrown up by army life provoked 
his latent homosexuality into open expression. 

It was not, however, the provoking effect of enforced asso- 
ciation with an exclusively male group alone that unmasked 
the repressed homosexual. The case, W. H., described in an 
article on mepacrine psychosis’ exhibited frank homosexual 
tendencies whilst under treatment for a psychotic state pre- 
cipitated by mepacrine. This officer, whose conduct had been 
in every way exemplary, made overt homosexual approaches 
to the male nursing staff in attendance on him. The addi- 
tional stress of mepacrine intoxication had broken down 
the repressive process which had kept the homosexual tend- 
ency in check. 

The services in war time proved especially testing to the 
person who had not succeeded in adequately integrating his 
or her aggressive impulses. Such individuals may experience 
difficulty from the moment of entering the services; they may 
find it difficult to accept discipline or they may find that social 
intercourse with their mates in the unit is too provoking and 
frustrating, with the result that they isolate themselves from 
their fellows and fail to develop group loyalty. Or the 
difficulty may come at a later stage, when aggression has been 
stimulated by intensive battle training and there has been no 
subsequent event to absorb the aggression; or in battle, when 
the : ibject may become panic-stricken by the danger to which 


1See ‘‘Mepacrine Psychosis,’? by David Perk. Journal of Mental Science, 
Vol. 93, pp. 756-71, October, 1947. 
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his aggression has led him; or, less consciously, when, in the 
breakdown of codrdination of the conflicting aggressive and 
self-preservative impulses, a state of dissociation is produced, 
characterized by alteration of consciousness, impairment of 
memory, and aberrations of conduct. 

The free expression of aggression may be followed by guilt 
feelings which have a particularly lowering effect on morale. 
This is especially likely to occur if the aggression has been 
associated with homosexual urges and fantasies. 

The first warning of declining morale is anxiety. It points 
out the subject who is having difficulty in living up to his 
customary form, who is proving unequal to the struggle 
to cope with his environment. The subject may succeed, 
sooner or later, in mastering his anxiety and reéstablishing 
his morale, or he may yield to invalidism. Even in illness, 
however, the morale of some is better than that of others, for 
morale, as we have seen, is based on a number of foundation 
stones, and depending on the extent to which these are affected 
by the critical situation that engulfs the individual, morale 
is more or less affected. 

As morale continues to decline, the props supporting it 
disappear progressively; thus, the subject loses his sense of 
identification with the group or with its leaders, his sense of 
cause, his feeling of self-worth, not necessarily, however, in 
the order mentioned. Naturally the longer and better estab- 
lished an attitude supporting morale is, the more resistant it 
is to disintegrating influences. After a nervous breakdown, 
morale may be reéstablished satisfactorily enough, but the 
line of cleavage in the psyche which the breakdown produced 
may remain only partially bridged over in the apparent 
recovery, so that predisposition to breakdown is enhanced 
and morale is not really as secure as before, 

To summarize, morale is the state of preparedness of an 
individual or a group for appropriate reaction to a challeng- 
ing situation. It is thus a guide—of value to the leaders of 
a group as to its observers and enemies—to the conduct of 
the group in certain situations. The criteria by which morale 
is judged are, first, the degree of appropriateness of response 
to the particular situation in question; second, the degree of 
identification the individual has evolved with the group, its 
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leadership, and its cause; and, third, the self-esteem that 
inspires the individual in his efforts. 

The morale of the individual, generally speaking, may be 
gauged from the morale of the group. The converse, is not, 
however, necessarily true, for the individual separated from 
the group is without the feeling of strength and power that 
belonging to a group, especially a successful one, imparts to 
him. The morale of the individual is intimately supported 
by the group with which he feels identified, and the group, 
in turn, derives its morale from the united strength of the 
individuals comprising it, from the sense of their common 
purpose, history, and tradition, and—last, but not least—from 
the vigor and wisdom of its command. 
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— development of a child’s personality is determined in 

large measure by the ways in which he is handled by his 
mother. Her handling is based both upon her intellectual 
knowledge of the facts of child development and methods of 
upbringing, and upon the kind of emotional attitude she has 
toward him. 

A significant proportion of the work of mental-hygiene 
clinics, such as the Lasker Centre, deals with the task of 
modifying both these factors. The object is to encourage a 
home atmosphere that will be conducive to the optimal devel- 
opment of a healthy personality. 

The improvement of the mother’s knowledge of the best 
ways of dealing with childhood problems can follow the 
numerous lines that have already been worked out in the 
fields of teaching and propaganda. Lectures, pamphlets, 
newspaper articles, posters, film, and radio can all be used 
to advantage. The main points that have interested us 
in this field are the content of the information to be dissemi- 
nated, and the receptivity of the mother and her willingness 
to learn new methods. 

In dealing with the second problem—that of modifying 
the mother’s emotional attitude to her child—the Lasker 
Centre is utilizing various individual and group techniques. 
The common factor in all of these is emphasis upon the 
personal, face-to-face contact between the mother and the 
mental-health worker. We have learned from psychoanalysis 
that the most efficient method of changing a person’s attitude 

* Based on a paper delivered at the opening ceremony of the Lasker Centre 
in Jerusalem, Israel, April 11, 1950. 
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is on the basis of his experience of a key emotional relation- 
ship with the therapeutic worker. 

This paper deals with one of our techniques in handling 
these problems—that of mental-hygiene work with expectant 
mothers. We have chosen to work with the pregnant woman 
because, during pregnancy, the foundations are laid for the’ 
mother’s future relationship with the child, and disturbing 
tensions may begin at this stage. These are most amenable 
to relief by superficial methods if they are dealt with soon 
after their appearance. During pregnancy a woman is by 
nature more seriously interested in emotional problems. She 
is less occupied with the duties of her day-to-day life and 
spends much of her time in contemplation and introspection, 
and in emotional preparation for the coming event. 

An important practical consideration is that regularly 
every fortnight she attends the antenatal clinic for a routine 
check-up of her physical condition, and on such occasions 
she has already become reconciled to spending a couple of 
hours away from home. Because of a natural desire not 
to bring her other children into the atmosphere of such a 
clinic, she usually arranges to come without them, with the 
result that her attention is not continually being distracted 
by their presence. 

Finally there is a long-established custom in the Hadassah 
Antenatal Clinics that while the expectant mothers are wait- 
ing for the results of the physical tests, the nurse gives 
them short lectures on the hygienic aspects of pregnancy 
and on the care of the child. It has, therefore, been possible 
for the Lasker Centre to enter into this already existing 
and accepted framework of lectures, and thus to take advan- 
tage of the many years preparatory work of the Hadassah 
Preventive Services in Jerusalem. In this way we can obtain 
an immediate contact with groups of expectant mothers, with- 
out having to go through the laborious and time-consuming 
preparatory process of overcoming the usual resistances to 
a new idea. 

We decided to carry out our work in this field on a group 
basis instead of individually, because of the practical advan- 
tage that a larger number of women could be reached and 
influenced by our limited staff; and also because we know 
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that, on a short-term basis, people in a group are more 
receptive to influence than if they are handled individually. 
Work with therapeutic groups has shown us that, surprising 
though it may seem, people in a group are willing to speak 
more readily about their intimate and private feelings than 
if they are alone with the therapist, probably because they 
feel protected in their relationship with him by the presence 
of supporters in the form of the other patients. 

Another surprising discovery in group psychotherapy has 
been the readiness with which people will discuss their secret 
thoughts with complete strangers in a group situation. In 
fact, one of the usual early fears that has to be overcome 
in such groups is that the patients may meet each other out- 
side the clinic. 

The Lasker Centre coéperates in Jerusalem with four infant- 
welfare centers of Hadassah, to each of which is attached an 
antenatal clinic which caters to a large percentage of the 
population in the immediate neighborhood. In each of these 
antenatal clinics, we give lectures once a month to groups 
of expectant mothers. These meetings are conducted not only 
by the psychiatrist, but also by each of our three psychiatric 
social workers. There is no special system of choosing the 
participants—all the women who happen to be present in 
the clinic on that day are invited tu attend, and the majority 
accept the invitation, just as they do when the clinic nurse 
asks them to attend her lectures. Women in various stages 
of pregnancy are invited without selection, and no distinc- 
tion is made between those in their first pregnancy and those 
who have been pregnant before. 

Each expectant mother who attends regularly receives five 
to six lectures from us during the course of her pregnancy. 
Most of our meetings are conducted in Hebrew, but in two 
of the clinics, which are attended by a high proportion of 
new immigrants from Eastern countries, who have not yet 
learned Hebrew, we also give lectures in French. At the 
beginning we tried to speak in Hebrew and give consecutive 
translations into Yiddish or German, but this spoiled the 
group atmosphere, and we soon limited attendance to those 
women who could understand the language of the lecture. 

At each meeting the lecturer gives a talk lasting about a 
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quarter of an hour, and this is followed by a discussion which 
usually lasts about half an hour. These will presently be 
separately described. 

We have up to date given twenty-six of these lectures and 
the attendance has varied from four to fifty. The average 
attendance has been fifteen to twenty. The expectant mothers 
participating have been drawn from many different culture 
patterns and countries of origin, and it has been quite usual 
to find in one meeting women sitting side by side who come 
from Poland, Yemen, the Old City of Jerusalem, Turkey, 
Germany, Morocco, France, Bokhara, Kurdistan, and so on. 
The economic status and occupations of the women have also 
been completely varied, ranging from well-to-do middle class 
to the poorest and most destitute, and from the charwoman 
to the teacher, social worker, or radiographer. 

At most meetings the nurse of the antenatal clinic is pres- 
ent, but plays a passive réle, though if questions involv- 
ing purely physical aspects of pregnancy are raised, she 
announces that she will be willing to give more detailed 
answers in her next lecture. We pay particular attention 
to the seating arrangements, so as to avoid a classroom 
atmosphere; we usually sit informally around a table, or in 
bigger groups round the walls of the large waiting hall. When 
other members of the staff of the Lasker Centre attend as 
non-participant observers, they are always introduced to the 
group by name, but otherwise no attempt is made to effect 
mutual introductions. The non-medical workers usually 
introduce themselves as specialists in the psychological prob- 
lems of children, and say a few words about the Lasker 
Centre. 

It is probably already apparent, from the stress I have laid 
on the setting of the stage, that these meetings are not ordi- 
nary lectures followed by discussions. In fact, every detail 
has been carefully worked out with a definite object in view. 
Not only the seating arrangements and introductions, but 
also the different points of the lectures, are stereotyped; and 
although each lecturer impresses his own personality upon 
his handling of the situations that develop, we attempt by 
joint consultation before and after the meetings, and with 





WORK WITH EXPECTANT MOTHERS 45 


the help of the non-participant observers, to work out a 
uniform approach. 

One of the chief objects of the introductory lecture is to 
stimulate a reassuring and permissive atmosphere, in which 
the participants will feel free to discuss their fears and doubts 
and feelings of guilt and shame, with the conviction that 
they will be understood and not condemned. This is achieved, 
not only by careful choice of the subject matter and by the 
way it is treated, but also by the studied avoidance of an 
authoritarian or didactic tone, and by the use of words and 
style that are on an emotional rather than an intellectual 
plane. 

Topics are selected for these lectures either in order to 
impart information, or because we recognize them as related 
to probable sources of worry, shame, or guilt in many 
expectant mothers, or we hope that they will stimulate a 
fruitful discussion afterwards. We have chosen the topics 
on theoretical grounds, on the basis of past experience with 
individual pregnant women, as a result of noticing which 
points crop up most frequently in the discussions, and on the 
basis of the memories of members of our staff and their 
friends from the period of their own pregnancies. As the 
lecturer is talking, he is carefully watching the emotional 
response of his audience, and he emphasizes and enlarges on 
any subject that he notices has a special appeal to a significant 
number of the women. 

The following list gives typical examples of some of the 
topics that we have so far covered in these lectures: 


The sudden unexplainable changes of mood during 
pregnancy. 

The specially intense nature of feelings in the pregnant 
woman. 

Fantasies and fears and superstitions about the fetus. 

Irrational fears about the birth process—fear of dying. 

Difficulties with the other children and with the hus- 
band during pregnancy. 

The latent period of absence of feeling toward the new- 
born infant—.e., the period of a few days to a few weeks 
after the birth when many mothers feel that the child is 
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a stranger, and their feelings of motherly love for him 
have not yet crystallized. 
The approach to breast-feeding. 
Learning to know the baby as an individual. 
Thumb-sucking in infants and children. 


The object in raising these points is to allow some ventila- 
tion of the mother’s feelings, and tien to reassure her by 
relieving anxieties. In this connection use is made of sugges- 
tion, and also of the technique of introducing an important 
topic as an aside. For instance, we know that many mothers 
feel alarmed and ashamed at the pleasurable sensual feelings 
when the infant sucks at the breast. This often interferes 
with the process of breast-feeding to the detriment of the 
child. We deal with it in our lecture by talking to the mothers 
about the sensual feelings of pleasure that the child derives 
from sucking, and.we say: ‘‘The infant gets as much pleasure 
from sucking as most mothers get when they suckle.’? We 
thus apparently lay the emphasis on the child, and take it 
for granted that every one knows that most women get 
gratification from the process. This helps the mother to 
accept the knowledge and obtain reassurance with the arousal 
of very little resistance, especially as she looks around the 
circle and sees most of the other women smiling and nodding 
their agreement. 

Another important function of the lectures is to forewarn 
the mothers about future anxieties and difficulties, thus 
reassuring them in advance. For instance, the mother who 
feels no affection for her baby for the first few days, and 
who has been warned about it and told that the feelings of 
love will certainly appear after a short time, is much less 
likely to be overanxious, and to upset the beginnings of 
breast-feeding, than the mother to whom the issue is an 
unexpected calamity. Of course this side of the work has to 
be done carefully and delicately ; otherwise, the audience may 
be made more anxious, because of forebodings and imagina- 
tion of evils in store. 

At the end of the lecture the audience is invited to ask 
questions, and this has usually led immediately into a dis- 
cussion in which a large proportion of the women participate. 
It has sometimes happened that during the lecture itself a 
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topic has aroused such interest that some one begins asking 
questions, and our policy has been to allow these interrup- 
tions and to develop them immediately into the discussion, 
if possible covering the remaining points of the lecture later 
on at a suitable opportunity. On the occasions when the 
number of participants in the group has been below six, we 
have had difficulty in getting the discussion started, probably 
because in so small a group the interpersonal tensions are too 
intense, and the women are too anxious and cannot codperate. 
Groups of from ten to twenty women have yielded the most 
fruitful discussions; we have found that in larger groups it 
has been difficult to develop an intimate and unified spirit, 
without the lecturer obtruding his own personality too much 
in a leadership réle. 

When the questions start coming in, the lecturer does not 
himself answer them all. As soon as a suitable topic is 
raised, he refers it back to the group, and thus stimulates 
the discussion. He himself does not directly lead the dis- 
cussion, but helps by clarifying the contributions of different 
participants and binding them together. He does not interest 
himself in the problem of any individual as such, except in 
so far as he accepts it as a contribution of one member of 
the group to be related to the group as a whole. He makes 
use of the remarks of various members in relation to the 
group much as a psychotherapist in individual treatment 
deals with the separate associations of his patient. Whereas 
in the lecture his main technique has been suggestion, in 
the discussion he changes to an analytic orientation, and 
his réle is mostly interpretative. He points out evidences of 
anxiety and guilt, and in the main leaves it to the group to 
undertake the task of reassurance. 

Examples of topics raised by members of the groups during 
these discussions are the following: 


Fears of giving birth to monsters or deformed babies. 

Fears of the evil eye, and, conversely, the compulsion 
to think only good thoughts in order to produce a healthy 
baby. 

Worries about the birth process; fear of dying. 

Fear of having a big baby; the idea of the baby as a 
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parasite which causes teeth to rot and hair to fall out 
by sucking out the mother’s nutriment. 

Sexual problems during pregnancy. 

Rejection of the pregnancy; desire for abortion because 
of economic reasons or because of interruption of a 
career. 

Fear of the second birth when the first was difficult. 

Worries about managing the household during preg- 
nancy. 

Worries about the husband; feeling of antagonism— 
‘‘He is the cause and yet gets off so lightly!’’ 

What to tell the other children; when and how to pre- 
pare them. 

Sudden aversions toward husband and children. 


Free discussion of such topics has a cathartic effect on 
many of the women. In the past they have usually been too 
frightened or too ashamed to express their feelings, but they 
can take advantage of the friendly, non-condemning attitude 
of the worker and the group to release their bottled-up emo- 


tions. They gain their biggest reassurance from hearing 
one another talk, and finding that many or all the others pres- 
ent have similar guilty secrets or shameful irrational anxie- 
ties. 

An interesting discovery has been that differences in cul- 
tural background do not interfere with full participation. 
This is because we keep the discussion on a simple emotional 
plane. In fact, we have found that just as women who have 
had many children are able to make contributions that are 
very reassuring to those in their first pregnancy, so the 
remarks of members with primitive cultural backgrounds 
have a remarkable catalytic effect on their more sophisticated 
neighbors. For instance, the woman from Yemen is able to 
talk freely and without inhibition about her fears of the 
evil eye, which to her is a reality, and this helps the woman 
from Germany to admit that she has similar fears at the 
back of her own mind, though she is ashamed of them and 
rejects them, as the product of ignorant superstition and 
old wives’ tales. 

One important function of the lecturer is to show that he 
is not afraid to recognize all these rejected feelings, and that 
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he is willing, moreover, to encourage discussion of them and 
to uncover them when others attempt to turn away from 
them and hide them. This has a powerful reassuring effect, 
because the usual attitude that these women have met in the 
past has been that of dismissing the whole affair, and telling 
them not to be silly and not to worry. Many women suspect 
that their own fears of the irrational are echoed in the doctor 
or nurse who deals with them in this way, and they become 
more frightened because they think that even people in 
authority do not dare to face up to these things. 

Apart from their therapeutic value in relieving the super- 
ficial emotional tensions of the normal expectant mother, 
these discussions have been useful in revealing those women 
who are more deeply disturbed. No attempt has so far been 
made to deal with these in the group situations, because this 
would interfere with the main purpose of the meeting. But 
their names have been noted, and they have been added to 
the list that the nurses compile of expectant mothers who 
are referred to us for individual consultations. This list 
routinely includes women who show overt signs of psychologi- 
cal disturbances themselves, or who have had breakdowns in 
past pregnancies; also those who are unmarried, who have 
attempted abortion and failed, whose relationships with their 
husbands are bad, or whose other children or husband become 
very ill or die during their pregnancy. We know that all 
these factors are liable to arouse tension between the mother 
and her future child, and at present we are dealing with each 
case by individual psychotherapeutic techniques. But in 
the light of our experience with these groups, we are now 
considering a new approach. We intend to draw such 
mothers out of the open groups, which meet only once a 
month and in which the membership is continually changing, 
and to organize small closed groups which will meet weekly 
for a more intensive analytical and overtly therapeutic 
purpose. . 

Another development that we envisage in the near future is 
the organization of discussion groups for normal mothers 
after the baby has arrived. We have already received a 
number of requests from expectant mothers who wish to 
continue in such a group after they have given birth, and 
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here, again, since the membership will be selected, we will 
probably be able to use a more intensive technique. 

Finally, I wish to mention two advantages that we have 
derived from the work I have described above: We have been 
able to give the nurses of the antenatal clinics opportunities 
for first-hand observation of the problems and methods of 
mental hygiene; and large numbers of expectant mothers 
have got to know the workers of the Lasker Centre, to whom 
they will be able to turn in the future at the first sign of 
disturbance in their relations with their children, without 
the usual fear and prejudice often felt toward psychiatrists 
and psychologists. 
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HE desire to return to the near, the dear, and the famil- 

iar has, next to the longing for adventure, long been man’s 
most potent motive. At all ages and in all periods of their 
history, men have wished from time to time to return home, 
to recapture experiences of their past, in order to get a sense 
of the depth and the continuity of their existence. Since 
the imaginary ideal, hallowed by memory and purified by 
selective forgetting, is often more beautiful and more desir- 
able than the actuality, however, this attempted return, per- 
haps more often than not, results in as much pain as joy. 

By its very nature, growth is painful, since it is the opposite 
of this return to an earlier stage of development. Growth 
means that we grow away from the dear and the familiar 
toward the new, seeking fresh experiences which, although 
more stimulating and perhaps even more pleasant, may not 
be as satisfying. 

There is, of course, a time for everything; for each its sea- 
son. Adjustment to the world of reality always involves the 
ability to compromise, the ability to reconcile objects and 
events as they are with the way they could be, or, oftentimes, 
as they seem to be in our imagination or our memory. A 
wholesome realization, therefore, that joy and pain may be 
but two sides of the selfsame experience is one of the indis- 
pensable prerequisites to successful adjustment to the exigen- 
cies and the vicissitudes of life. 

The responses that an individual makes to his ever-changing 
world—to the fundamental conflict between his basic desire 
for the new and the adventurous (as exemplified by growth, 
education, and experience) and his equally basic wish for 
security, for a hold upon the familiar (as exemplified by his 
return to old familiar places and his tenacious clinging to 
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old objects and memories associated with his home and fam- 
ily)—are, of course, conditioned by his past experiences and 
by the preparation that life has given him for meeting these 
conflicting experiences. 

The problem of reconciling this need for security and the 
desire for change is a perennial one for each of us; but there 
are periods in the life of most individuals when the visit 
home, because it brings the conflict into dramatic and striking 
focus, may constitute an unusual and even a very painful 
challenge. 

These visits are essentially periods of readjustment of 
perspective, and they are significant episodes in our lives 
because they determine in no small degree our success in 
meeting future crises. The kinds of adjustment that are 
made at these times will materially facilitate or hinder the 
social and emotional development of the individual. These 
episodes color deeply the attitudes that the growing child 
develops regarding his own status within the family in a 
world of constant change; they influence his reactions to a 
family group that is itself undergoing change and, ultimately, 
disintegration. These experiences determine the youngster’s 
response to his parents at these various periods in his life; 
and in the final analysis, they condition his interpretation of 
his own position in the wider family, the alien world in which 
he tries so earnestly to feel at home. 

Every young child needs desperately to develop a feeling 
of stability in a world of constant change. He needs to feel 
that some things remain, that a thread of security runs 
throughout the entire fabric of his existence. 

Even the preschool youngster, however, is likely to be 
away from home now and then, and so he early learns some- 
thing of the disquieting experience of leaving familiar scenes 
and of returning to them after an absence. Because of his 
immaturity, precautions may be needed in order to safeguard 
his peace of mind during his time away from his home. If he 
goes on a brief trip or has to leave his home for several days, 
he can be assured that his toys and prized possessions will 
remain in their accustomed places. Having a favorite doll 
or toy animal placed as a watchdog on his bed, or in some 
other special place, to stand guard, and then finding it faith- 
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fully waiting in exactly the same position upon his return, 
helps to give the youngster a much-needed feeling of assurance 
that he can leave his familiar setting for longer or shorter 
periods and still find things much the same upon his return. 

We can further facilitate this feeling of security if we con- 
centrate the child’s attention upon those elements which re- 
main constant, and thereby minimize those that change with 
the seasons and with the ravages of time. Children like to 
recall changeless features of their known world when they 
are away from this small world for a time. When they return 
after an absence, they like to check for specific landmarks; 
and if these significant points remain relatively constant, the 
youngsters will be able to accept minor and even major 
changes with little or no notice. 

Likewise, when the child goes to school for the first time, 
the day is unbelievably long. He often finds it necessary, 
therefore, immediately upon his return home in the afternoon, 
to check up on some of his prized belongings, to make sure 
that they are still intact. 

If a youngster has found by past experience a certain 
stability in his environment, he will soon come to assume that 
the world is constant within limits and, therefore, predictable; 
and he will thereby be enabled to accept changes so long as 
they do not overwhelm him. Evolutionary, not revolutionary, 
changes are acceptable. We can paper his room and get him 
new furniture, if the two alterations are made separately. 
At least some significant elements, however, should remain 
constant—perhaps a favorite picture on the wall or a long- 
familiar toy chest in its customary spot at the foot of his 
bed. So long as these particular landmarks remain, all other 
changes may pass relatively unnoticed. 

Adjustments to change are seldom problems of serious 
proportions for the primary-school child because he generally 
spends the major share of his out-of-school hours within his 
own immediate family or neighborhood. He may leave his 
own room or home for short visits to close relatives, but 
usually he stays within the family group, where he is sur- 
rounded by many reassuringly familiar and stable objects 
and routines. 

The later-grade-school child or the secondary-school young- 
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ster, however, goes on extended camping trips or even longer 
visits. During these longer periods, he may build up a 
memory image of his home and family that differs markedly 
from the reality. Actual changes that take place during his 
absence may also make the home that he returns to a different 
home from the one he left. And he himself, of course, because 
of his experiences, will return a different child, with changed 
interests and ideas. 

As a rule, by this time the youngster has had considerable 
experience with gradual change in other and similar situa- 
tions. He has long since noted, for example, that the cookie- 
jar shelf in grandmother’s kitchen is not so high, now that 
he is seven years old, as he remembered, or thought he re- 
membered, its being, when he last saw it at the age of five. 

Other people’s houses also vary from his own memory of 
them. He finds that he has confused several memories or 
often combined elements from several experiences, so that a 
recognition that reality is not exactly as anticipated is no 
longer much of a shock—provided, of course, that the ele- 
ments of familiarity outweigh the elements of difference. 

It is usually during middle or late adolescence that the 
youngster leaves the parental roof to make his home else- 
where, at least during a large portion of the year. During 
this period the work-a-day world claims him, his time, his 
interests, and his loyalties. Military service calls many into 
new environments. Others leave home for extended periods 
for the first time for work or by enrolling in educational insti- 
tutions, necessitating their living away from home in dormi- 
tories, boarding schools, and rooming houses of various sorts. 

Now, after the security of the home base has been abandoned, 
the youngster comes into direct contact with a brusquely 
impersonal, if not actively hostile, competitive world. He no 
longer has the protective shelter of his family as a daily 
retreat for psychological and emotional problems, even if, as 
is generally true, his family still supplies some degree of 
economic protection. 

The adolescent away from home for the first time has an 
additional problem, moreover, in that, in order to demonstrate 
to himself that he is quite grown up, he often has to break, or 
at least begin to break, the psychological ties that bind him 
to his family. 
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Such youngsters feel impelled to exaggerate their own 
independence, in order to make its existence clear to others, 
with the result that they often stray further from their psy- 
chological moorings than they had intended or than they 
would have done of their own volition, had they not felt the 
eyes of their families and peers so intently upon them. 

After this first wave of newly won feelings of independence 
and freedom has run its often short-lived course, a desire 
to return to familiar and friendly surroundings generally 
breaks through and may even come to dominate the ado- 
lescent’s daydreams. There are letters from home, reciting 
interesting events in a familiar setting, written by parents 
who—sometimes, at least—are unconsciously more desirous of 
arousing feelings of loneliness than of consoling the absent 
member. There are small gifts, tokens of intimate under- 
standing and of affectionate remembrance, which arouse 
sharp pangs of homesickness and reémphasize the security 
and peace of the friendly family setting, a security and peace 
that contrast sharply with the strenuous demands of an ex- 
citing, but new and still strange, environment. 

The adolescent thus comes to build up for himself a dreamy 
memory-image of home, selecting pleasant memories from 
here and there, and telescoping years of happy memories and 
experiences into a static, but idealized, picture of home and 
family. 

Because of this romantic idealization and daydreaming, his 
first vacation, the first visit home after an extended absence, 
often becomes a traumatic and disillusioning experience both 
for the returning adolescent and for his sympathetic and 
anxious, but nonplused, family. 

The real family group is made up of a number of individuals 
whose interests are often in unavoidable conflict. It is neces- 
sarily immersed in a prosaic household routine, and the 
family members are occupied from day to day with many 
homely events, of which only a few high spots are remembered. 
Ordinarily, therefore, the real family differs sharply from 
the hazy dream-ideal which had been permitted to grow 
through the absence of realistic periodic checks during the 
stay at school or work. 

The first reaction of the returning adolescent, of course, 
is that of the return of the wanderer—the hero. The excite- 
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ment of the return may carry the entire family through the 
initial stage of the adjustment. 

Soon, however—usually in a matter of hours—there is an 
unavoidable need for him to fit into a group that for several 
months has functioned without him. The hour-to-hour events 
perforce go on as they have in the immediate past. Except 
for the special events that are obviously deliberately planned 
for his visit, the family routine is one that has been arranged 
around his absence. There are now few events in which he 
can be a casually participating member as he once was. 

The world of his memory has changed. The house is prob- 
ably much the same; the rooms are relatively unchanged— 
and yet a definite loss is felt. Longingly, the youngster goes 
through a mute search for some familiar echo that does not 
sound forth as clear and strong as it did when he heard it a 
hundred times in his room in the impersonal, if not un- 
friendly, barracks or rooming house, or in his lighted and 
lonely study chamber at college. 

Familiar objects, too, have changed ; and some have vanished, 
leaving no trace, but their absence arouses in the returned 
wanderer an acute sense of inexplicable loss. Even a replaced 
sugar bowl on the breakfast table is noted and may give 
rise to a wave of ill-concealed resentment. This resentment 
may be expressed either at change and time itself, or at the 
kid brother who broke the familiar dish while horsing around 
washing the supper dishes on his regularly appointed night. 
The memory that he himself had previously participated in 
numerous games of ‘‘catch’’ from the table to the kitchen 
sink, at the cost of cup handles and china plates, lessens his 
resentment not a whit and may actually deepen it. 

If interested and well-meaning parents and other family 
members ask about his new activities, of which his letters 
had given some hint and about which he had so ardently 
promised to tell in detail when he came home for this long- 
awaited vacation, their mild questionings are now interpreted 
as prying cross-examinations regarding his personal affairs, 
and tend to drive him into the outer community for an escape 
and for companionship. 

But here in the wider social group—the once friendly 
community of high-school friends and companions—he also 
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finds change, change accentuated—or at least accentuated in 
his mind—by the fact that he is now deliberately hunting for 
alterations. His old friends have gone to other communities 
or schools, or they are working at definite hours that do not 
now correspond to his brief vacation freedom. A new group 
holds the limelight as seniors in the high school, and he 
finds himself accepted and even looked up to—but as an 
outsider. 

In the end, he often pairs off with another equally lost 
soul who is also nursing his disillusionment, to spend the 
few remaining days of his vacation in reminiscence from afar 
off, like two ancient and decrepit pilgrims returned to their 
native land after a generation or two of wanderings—until, 
Rip-Van-Winkle-like, they creep unnoticed to the shelter of 
their homes to await the day that shall return them to their 
real life—the school campus, the army post, or the job. 

If the family, with wringing of hands and much shaking of 
collective heads, now desperately ‘‘arranges’’ entertainments, 
the youngster often complies like an automaton, playing his 
part with starry-eyed expertness, but inwardly viewing the 
entire childish procedure as from afar off; or else he openly 
and bitterly resents his family’s well-meaning and honest at- 
tempts at consolation as unwarranted interference in his 
personal life. 

Youth is a good actor, however; and, since the parents 
tend to accept the youngster who has returned and treat him 
as he was when he first left the parental household several 
months ago, they may not even become aware of the gigantic, 
if silent, struggle for adjustment that is going on under their 
very eyes. 

The adolescent himself, in fact, may be scarcely aware 
of what has brought about this change. He will probably 
know only that the visit home was somehow a disappointment, 
that it is a relief to be back at school or work, and that the 
letters from home now are remarkably prosaic and flat. Even 
the earlier family letters, upon rereading, although they re- 
call the pangs of loneliness felt upon their original arrival, 
are largely mere humdrum recitations of childish and unim- 
portant events—and there are even a few misspelled words 
which he had not noticed before! 
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Never again will he pack his suitcase a month in advance, 
or cross off the dates on his study-desk calendar in anticipa- 
tion of a visit home. 

Youth, however, is resilient. It does not dwell upon past 
failures and shortcomings, but looks out upon the vistas 
of a newly discovered world with anticipation and hope. Re- 
covery from the first visit home is usually relatively easy, 
unless the youngster is forced into resentful feelings of guilt 
by an over-demanding family. If his family is sympathetic 
and understanding, they will permit a painful growth proc- 
ess to heal itself, instead of widening the breach by adding 
the coals of self-recognized lack of appreciation of past pa- 
rental favors. If left to its own time, a new, more mature, and 
more wholesome relationship between the young adult and 
his family can easily be established. 

Although many of us still remember the acute feelings of 
loss experienced when we were first confronted with the stark 
reality that there is no Santa Claus, we have long ago out- 
grown our bitterness at those who deceived us. In like man- 
ner, the awful truth that man cannot go home again, which 
has troubled the heart of man since the beginning of time, 
will be gradually absorbed in the process of growth and 
maturation, and soon will be almost lost in the press of new 
events and the adventures of an expanding life. 

Future visits home can now be visits—not attempts to 
return to an outworn and outgrown shell. The ever-returning, 
but also ever-roaming, son or daughter can now accept his 
place in the family on a more mature plane; and the family 
will accept him as a visitor, still a beloved member of the 
family by reason of close ties of blood and experience and 
years upon years of intimate living—but a visitor, none the 
less. 

Now, after these painful, but instructive, experiences, even 
change itself can be more gracefully accepted. Instead of 
being resentful at major or even minor changes which the 
years inevitably bring, we become thankful for even small 
elements of familiarity. Instead of deliberately hunting for 
signs of differences and change, we seek out sameness; and 
we like to recall earlier scenes and try to fit them into the 
present-day settings. The memory has now become more 
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important than the reality; for we discover that the memory 
of a friendly world of people and events and scenes can be 
with us to cheer us always, the reality only upon the rare 
visits home. 

Although the adolescent may regret the loss of some of the 
earlier affectionate intimacy of the family circle, he is also 
self-consciously proud of his growing recognition by the 
family and of the deference accorded him as a separate per- 
son, visible, for example, in the increased consideration given 
his personal plans and opinions and even his mildly expressed 
preferences as to breakfast cereal. 

Gradually, with experience, comes the wisdom—necessarily 
born of pain, perhaps—that in the final analysis, each must 
live unto himself alone, that life is many days, and that every- 
thing in its turn shall pass to make room for the new. 

This problem of adjusting to the visits home during the 
first major extended sojourn away from the parental house- 
hold is much the same, whether the youth goes to boarding 
school or to the military post, or enters the work-a-day world 
of industry—wherever youth leaves his home for the adven- 
ture of life. The problem cannot be avoided completely; nor 
should it be, since it seems to be a definite and essential part 
of the process of psychological weaning, of attaining maturity, 
of meeting the inevitable challenges of which life is composed. 

Much can be done, however, to prepare the individual so 
that he will not find these visits home so traumatic and so 
that they do not destroy either his ability to leave his family, 
or, what in a sense is equally tragic, his ability ever to re- 
turn to his family home in friendliness and peace. Man needs 
a sense of personal continuity in a rootless world. There are 
times when he needs to be able to return, in reality or in 
imagination, to the friendly and intimate scenes of his youth 
—using these, as it were, as a springboard into reality. He 
needs to be able to find in these scenes a retreat from which 
he may emerge, refreshed once more, to the active struggle. 

It is now, therefore, that attitudes of mutual trust and 
respect for each other as individuals, between parents and 
child, bear their greatest fruit. Now, as never before, both 
the adolescent and his parents will draw upon the objectivity, 
the emotional poise, the feeling of basic personal harmony 
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which only years of happy, intimate, and well-planned living 
together can produce. Youngsters who, over the years, have 
had the benefit of wholesome parental attitudes will have 
rich resources of emotional stability and maturity and powers 
of adaptation to utilize in adjusting to the new relationships 
of life. 

Another period when the visit home assumes unusual sig- 
nificance, and when upon its success depends much of the 
' individual’s future adjustment and the nature of his relations 
with his family, is the visit of the engaged (or pre-engaged) 
couple to their families. 

The adjustment made in this period is dependent in large 
measure, of course, upon what has gone on before, upon the 
maturity of the individuals involved, and upon the maturity 
of the relationships already established between the various 
family members. 

This visit is generally a relatively happy one and less dis- 
turbing than many others, since most of the basic problems 
and conflicts are kept in the background, crowded out for the 
time being by the intensity of the present moments. Both 
of the visitors are usually treated as favored guests in the 
household. Relationships may be a bit strained and formal, 
but affairs are generally conducted rather strictly according 
to the polite usages of good behavior. To avoid undue strain, 
therefore, the visit should ordinarily be relatively short, so 
that neither group ever loses its status of eager host and 
hostess or honored guest. If both of the young people live 
away from home, it may be well for them to come to and 
return from the visit together, since doing so lessens the em- 
barrassing tendency of the family to conduct a post-mortem 
with one of the couple present. 

The return of the young newly married couple to the 
parental home for a visit is another of the major landmarks 
in an individual’s adjustment to the visit home. The problem 
of divided loyalties may come to the fore during this time; 
there are now, after all, two families to visit. Future visits 
home, to say nothing of the success or failure of the marriage 
itself, are strongly influenced by the kinds of relationship 
established during this crucial period. 

Visits during the first months or even years of 
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marriage might well be kept short, so that all members will 
retain their strict host and guest status. No one should ever 
attempt to resume an earlier parent-child relationship. Ac- 
tivities and visits preferably should be made as a couple, not as 
individual members alone. Parents, other relatives, and 
friends should cultivate the habit of learning to identify the 
young people as a couple, not as son or daughter, or brother 
or sister, with an alien attachment. 

These early visits might well have a definite termination, 
such as the husband’s return to work at the end of a definite 
vacation. At first, at least, the wife should not remain for a 
longer vacation after the husband’s return home, since the 
pressure for the young wife to resume her earlier status of 
adolescent daughter in the household may be sufliciently 
strong to arouse resentment if resisted, or to result in a re- 
gression in development if it is not withstood. The relation- 
ship should now be on a new and mature plane—that of a 
married woman visiting her parental bome. 

Young married couples should not feel, nor should they be 
made to feel, by the call of filial duty, that they must spend 
all of their spare time and vacations with their respective 
families. It is especially unfortunate, but not unheard-of, 
for rival parental members, competing for the couple’s visit 
during the annual vacation, to schedule and arrange large 
family gatherings months in advance, thereby practically re- 
quiring the visit, regardless of the young people’s other possi- 
ble plans. There are many other interesting and worth-while 
things for the young couple to do, and other important places 
for them to see. 

Vacations that are spent with relatives, furthermore, should 
be free from continual petty domination by the family. Well- 
meaning, but over-zealous, parents may plan a tightly filled 
social schedule far ahead of the proposed visit, plunging the 
travel-weary couple directly into a busy round of social activi- 
ties and leaving little time for the leisurely peacefulness 
needed by all, or for the development or resumption of vital 
common interests and the quiet casualness most conducive 
to happy, natural, friendly relationships. On any visit, the 
couple themselves should be permitted to plan the majority 
of their own activities, adapting themselves to the family 
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plans only as any well-bred house guest would expect to do. 

If the relationships at this stage are the healthy outgrowth 
of earlier experiences with home visits, these returns may 
very well be wholesome and pleasant in themselves for all 
concerned and still leave enough time for the personal de- 
velopment of the young couple in the broader environment. 

With the coming of children, the relationship of the young 
parents with their own parents and their childhood home 
again undergoes a change. Interest should now normally 
center more and more upon their own growing family, upon 
their own children and friends. Holidays and vacations 
ordinarily had best be spent at home with the children. In 
our present rapidly moving world it is difficult at best to give 
young children an appreciation of the intimate family circle, 
for holidays and Sundays are often the only time that it is 
possible for both parents to be at home together. Special 
holidays, with their pageantry and celebrations, furthermore, 
are important milestones in the life of a child; they do and 
should constitute some of the growing youngster’s most 
vivid and happy recollections of home and family. 

Visits home for the new parents present many additional 
problems, for travel with young children is always difficult 
and upsetting to delicately balanced routines. For the toddler 
and the run-about child, supervision is made infinitely more 
difficult ; for the somewhat older youngster, disciplinary com- 
plications and divided loyalties to parents and grandparents 
(particularly because they are added to an already upsetting 
program of excitement and irregular routines) often make 
visits to the homes of grandparents more of a problem than 
a joy for all concerned. 

It is not unusual, too, for visits at this point to precipitate 
mild or serious conflicts between the young parents them- 
selves. Well-meaning, but thoughtless, criticisms of methods 
of handling the baby, or unspoken, but clearly felt, insinua- 
tions as to the responsibility for the excited children’s mis- 
behavior or rudeness, may feed smoldering antagonisms 
which otherwise might well gradually have faded into nothing- 
ness. 

As a rule, the parental home now is still intact; and the 
grandparents, though they are growing older, are still active 
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in the daily routine of the community and of life in general. 
Younger siblings perhaps still live at home, or are home for 
frequent casual visits on week-ends and holidays. In any 
event, each person.is busy with his own affairs; and the need 
for the couple with a growing family to return for extended 
visits is slight during this time. 

With the turning years, interest in visits home may remain 
at a rather low ebb for a fairly long period because of the 
press of other interests, the establishment and development 
of the young people’s own family, and the fulfillment of other 
immediate responsibilities toward the world of affairs. School 
entrance of the growing children, work responsibilities, social 
affairs in the home community, and other local interests make 
visits difficult. 

There is discernible, however, a new element in the rela- 
tionship of the individual with his now noticeably aging 
parents that has never before mada itself felt—a deepening 
sense of responsibility toward the elderly parents themselves. 

Hitherto the dominant element in the relationship has been 
the parents’ sense of responsibility toward their child, 
grown-up though the child has become. Now, because of the 
passing of time and the ravages of the years, strength lies 
not in the old, but in the second generation. This sense of 
the onward sweep of time often gives a new urgency to the 
family relationships; and visits may be made to the re- 
spective families on the basis of which set of parents is the 
older or the more feeble, since we realize that time, which 
no man can create or extend, is running short. 

Often the grandparents are now living alone because the 
younger members of the family have also left the family 
circle to establish homes and households of their own. Active 
work is largely ended, and the grandfather lives in retire- 
ment or semi-retirement—a retirement frequently only half- 
accepted, even though it does give him more well-deserved 
time to himself. 

The family home, although now the one stable element 
around which the entire family used to rally and to which they 
still return on special occasions, is also, in some respects, a 
point of stagnation. 

The aging parents are sometimes abjectly lonely, and may 
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become over-demanding in their desire for attention. They 
now have time for letter-writing and may be resentful if 
their children do not answer at equal length and with equal 
frequency. They sometimes spend considerable time in feel- 
ing sorry for their lonely lot in an empty house, and long for 
the return of their youth, their children; but—since this is 
impossible—even more ardently they wish for the company 
of their grandchildren, hoping thereby to recapture once 
again the active happiness of days that are gone. 
Generally, this longing for the sound of little feet is spuri- 
ous; for, after the little feet have tramped mud over the 
prized rugs and tripped several times over the deeply car- 
peted floor or dragged out from hidden corners the various 
precious family treasures, the grandparents may become up- 
set by the very violence of the grandchildren’s abundant 


energy. 
For the second generation, too, the extended visit home 
with the children is far frorn an unmitigated joy; it becomes 
an exhausting full-time chore for the—in a sense, still alien 
—daughter-in-law-mother to watch young children in a house 


that is no longer designed for little children’s use and habita- 
tion. Even the toys, so carefully saved for the dear grand- 
children from a previous generation’s playroom, more often 
than not are to be looked at and admired as rare antiques, 
not played with by crude hands. 

Even for the grandchildren themselves the joy of seeing 
Grandmother and Grandfather, and the fun of doing the many 
exciting things that their father has recited and elaborated 
over the years in preparation for this visit, are often short- 
lived because of the necessary restraints. 

The second-generation parents, likewise, find the joy of 
revisiting the scenes of their own youth (if one is so fortunate 
as to have the family home remain the same) often equaled 
by the pain of the enforced recognition of their own age, for 
we see ourselves reflected in the grey hair of our parents. 
To have ‘‘the kid next door’’ with whom we played in an 
earlier period, futhermore, bring her own children, and— 
alas—sometimes even her grandchildren, for us to admire 
evokes a vivid realization of the passing of time which few of 
us can face with equanimity. 
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The walk down to the village brings familiar faces to mind, 
as we meet the people on the street. When we first returned 
for our visits home, they were the younger brothers and sis- 
ters of our school friends. Now, however, the faces have 
assumed a slightly different look; for, although family fea- 
tures are still clearly recognizable, they are the faces of a 
new and still younger generation—children of the ones we 
knew when we were still at home. 

The problems of the now definitely middle-aged couple 
visiting the home of their rapidly aging parents often become 
more and more painful as the years go by. Old age and 
disintegration, although they may (as some of our philoso- 
phers have suggested) bring their own anodyne, are, never- 
theless, difficult to watch with equanimity in one’s own parents. 

Ultimately, with advanced age, many of the once-admired 
characteristics of one’s parents are found to be undergoing 
a gradual, but unhappy, change. Housekeeping, once so 
immaculate, mzy have become a chore, and often can n» longer 
be satisfactorily accomplished. Sometimes even the prepara- 
tion of meals becomes an unimportant detail which interrupts 
reminiscence, rather than brings joy as of old; somehow it 
just doesn’t seem worth while to prepare a complete meal 
for only the two, or the one alone. 

The aged parents insist on hanging on to old ways of doing 
things, and do not appreciate—may, in fact, even bitterly 
resent—help or offers of help. The children would gladly 
hire the housework done, or move the old people into more 
suitable quarters; but their hands are stayed by the realiza- 
tion that the dread of the new and the strange outweighs the 
slight gain in sanitary housekeeping or physical comfort and 
convenience, plus the knowledge that the eyes that overlook 
neglected dust see only the familiarity of the setting, not its 
shabbiness or its deterioration. 

Intellectual interests, too, often gradually become increas- 
ingly limited until, bit by bit, all past events, both of the 
remote and the immediate past, tend to retreat into a shadowy 
yesterday. A misspoken name, calling the youngest grand- 
child by the name of his older brother or even by his father’s 
name, although the error may be quickly corrected at first, 
nevertheless gives hints of the increasingly confused chronol- 
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ogy beneath—a realization that often ends in a double, 
parallel game of trying to hide the confusion, on the part of 
the old people, and an equally desperate pretense of acting 
as if one had not noticed the mistake, on the part of the son 
or the daughter. Sentences left in mid-air, events of yester- 
day lost in those of last year, confused associations of family 
events, become distressingly more frequent, until ultimately 
it may be necessary to limit conversation to the simplest terms. 

Sometimes, however, intellectual faculties remain rela- 
tively unimpaired even long after gradual physical deteriora- 
tion makes self-help, or at least independent living, difficult. 
The deep resentment and irritability sometimes experienced 
by an intellectually alert individual, growing toward helpless 
invalidism in his armchair, may be more difficult for a son or 
daughter to witness than the equally incapacitating, but more 
general, disintegration of standards of work or even of per- 
sonal cleanliness that is sometimes the lot of the aging parents. 

For visiting sons and daughters, as well as for the 
old parents, the joy of a visit home thus sometimes gradually 
becomes almost crowded into insignificance by the pain, often 
tinged with self-pity, of the departure. Who has not seen 
grown sons and daughters stand in awkward and speechless 
silence during their leave-taking of their aged parents, linger- 
ing before the parental doorway in the deep and thoughtful 
realization that something will just simply have to be done 
—but realizing with equal poignancy that nothing really can 
be done. Life does end where it began. 

The death of one member of the old couple, at whatever 
age it occurs, intensifies the problems and often precipitates 
crises that would otherwise have developed gradually and 
have come to a crucial point only years later. If the surviving 
member is still relatively young, of course, a new life, or at 
least a new routine, can be established, and a home to which the 
family can return may be maintained or reéstablished on new 
terms. 

If, however, the surviving member is too old to carry alone 
the burden of maintaining the household, life often seems to 
become a waiting period only, either in the original house- 
hold (with some form of help) or elsewhere. If, by persuasion, 
ruse, or force, or a combination of all three, the elderly parent 





THE MENTAL HYGIENE OF A VISIT HOME 67 


is removed to the home of one of the children or to some form 
of nursing home, the parental household is gone. The center 
of the family is removed; and visits henceforth are visits be- 
tween brothers and sisters, and only incidentally with the 
aged parent. 

The final breaking-up of the household often results in one 
last, final family reunion, bringing up a conflict of interests 
and forcing into the foreground problems that had been 
avoided for years by judicious family politics. The division of 
household effects and keepsakes, either on their cash or 
their sentimental value, becomes a difficult and painful task, 
because of the differing needs and interests of the siblings, 
who have usually by now grown rather definitely apart—far 
more so, in fact, than had ever been realized. If financial 
responsibilities remain to be cared for, there is also to be 
decided once more the age-old problem of whether the re- 
sponsibility should be shared in terms of equal distribution 
or by distribution according to the relative financial ability 
of the various children. 

Sometimes an attempt is made to retain the parental home- 
stead within the family, and one of the siblings continues to 
make it his home. Under these circumstances the family may 
lay the heavy burden of guardianship of the family memorial 
upon the resident sibling, and they may expect this member 
to maintain the old home in the changeless exactness of earlier 
days. Other brothers and sisters expect to drop in for over- 
night stays from time to time, just as they did when they were 
younger; and, what is more, they half-expect these visits home 
to be a continuation of those begun years before. There 
may be deep-seated resentment if changes in structure and 
even in furnishings are made, because changes recall to them 
the absence of the parental figures and because, half-uncon- 
sciously, they had secretly hoped to maintain this as a dream 
home for themselves and their children in a rootless world. 

After the death of the last surviving member of the old 
couple, however, the more usual thing is for the family home 
to be sold and probably remodeled almost beyond recognition; 
and so it soon passes into the realm of hallowed memories, a 
place about which men and women talk and tell their children 
and grandchildren, but to which they seldom or never return. 
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By this time the drama of the visit home, although called to 
a halt in this part of the stage by Time and by the fact that 
man ts mortal, is and has been in progress in the homes and 
lives of the growing generation. 

While the second-generation parents were settling their own 
relationships with their aging parents, the grandchildren, in 
their turn, have begun the trek on an almost identical path, 
and, in their turn, are leaving their family homes to make 
their way in a brave new world. 

Now, their parents, often only half-remembering their own 
earlier struggle for emancipation from parental apron-strings 
into an adult role, stand helplessly by, watching the panorama 
—a moving procession for which they have, if only half- 
knowingly, prepared their children to the best of their under- 
standing and ability. 

Now, th¢y, too, as have parents since time immemorial, 
must watch the main stream of life shift imperceptibly into 
new channels. They can now only sit and wait—knowing that 
life is many days, and that for each there is a season. 
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HE gradual evolution of psychiatric treatment has been 

in the direction of the development of differential diagnosis 
and a more exact prescription of activities, both of which 
have led to the organization of more specific techniques. In 
this area of modern advancement, psychotherapeutic methods 
have become more clearly focused on the patient’s needs; 
changes have been made in the direction of more specific 


attitudes that the therapist may select in establishing rapport 
with the patient; and modifications in the environmental sur- 
roundings have been recommended so as to place the patient 
in the most stimulating social milieu. 

It is the aim of the mental hospital to bring active treat- 
ment of some kind to every patient, whether he be acutely ill 
from an illness of recent onset or chronically ill and even 
deteriorated as a result of long-standing disorder. While 
the great value of the various shock therapies, chemothera- 
pies, fever therapies, and physical therapies is unquestioned, 
still a majority of workers will probably agree that the most 
lasting and most favorable clinical results are likely to be 
obtained when adequate psychotherapy forms the mainstay of 
treatment. 

The term ‘‘psychotherapy”’ is usually applied to individual 
or group therapy carried on at verbal levels. This approach 
is, of course, applicable for neurotic patients and many psy- 
chotics, particularly in conjunction with the other forms of 

* Presented at the One Hundred and Fifth Annual Meeting of the American 
Psychiatric Association, Montreal, Canada, May 27, 1949. 
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treatment listed above. There still remains, however, a large 
group of patients who are inaccessible to therapy in so far as 
present verbal technics are concerned. This group is made 
up largely of chronic psychotics who exhibit varying degrees 
of so called deterioration. In hospitals that have been in 
existence for any length of time, this particular group may 
occupy 80 or 85 per cent of the beds, so if the goal of treatment 
for every patient is to approach realization, it is these patients 
who present the greatest challenge. 

We propose in this paper to explore the possibilities of 
certain refinements of hospital treatment programs to the end 
that some of the known principles of psychotherapy may be 
applied to therapy conducted at non-verbal levels. For pur- 
poses of convenience, we have applied the term ‘‘activity 
therapy’’ to the aggregate of procedures that can be utilized 
to administer non-verbal treatment and that, at the same time, 
apply well-established principles of psychotherapy. 

We must be realistic about the chronic psychotic group 
and the goals that we set for their treatment. It is not often 
that a patient who has been psychotic for three or four years 
or more can be restored to what he was before his illness, 
but frequently enough he can be rehabilitated to the extent 
that he can leave the hospital and become an asset, even 
though limited, to his community. Obviously we cannot expect 
a psychotic to develop true insight from activity therapy, 
although insight of a superficial, but therapeutically useful, 
character may, and often does, develop. Phantasy is rarely 
abandoned entirely, but we can help these patients to learn 
that there are other sources of satisfaction. They can be 
taught to enjoy again interpersonal relationships and life 
in asocial milieu. To the extent that our efforts are successful 
in these directions, phantasy becomes less necessary to the 
patient. 

Phrased a little differently, we may say that ideally our 
therapeutic goal for all patients is complete recovery or full 
remission, but practically this goal is realized only rarely 
with chronic psychotics. With this group, in the great 
majority of instances, we have to be satisfied with something 
less. In general terms, there are two approaches to this 
problem: First, through our treatment we may adjust the 
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patient to his psychosis so that while symptoms remain, they 
no longer. completely disable the patient, but merely lower 
his social and economic capacities to a variable degree ; second, 
we may readjust the ate te to the social milieu, so that he 
can again establish the interpersonal relationships essential 
to existence outside the hospital. 

These observations are commonplace, but they serve to 
point out clearly that the attainable goal of activity therapy 
for the chronic psychotic is resocialization. If this specific 
goal is kept clearly in view, then a rational approach to the 
prescription of activity therapy becomes feasible. 

That activity therapy can bring about resocialization in 
chronic patients has been amply demonstrated through the 
years, but we believe that its effectiveness in this respect can 
be greatly enhanced if it is made specifically meaningful to 
the individual patient concerned. 

It has been our experience that activity therapy of any kind 
succeeds only when two basic criteria for prescription are 
met: First, the prescribed activity must be within the existent 
functioning capacity of the patient to perform successfully; 
and second, the activity must be one that encourages social 
interaction for the particular patient concerned. In order to 
satisfy the first of these criteria, it is often necessary to break 
down a given project into its simplest component parts and 
gradually to reintegrate these into a meaningful whole activ- 
ity as the patient’s abilities and interests expand. In meeting 
the second criterion, the therapist must often exercise inge- 
nuity in finding a project that will encourage a particular 
patient to let himself become implicated in even the simplest 
social interactions. In so far as this factor is concerned, 
any activity in the hospital involving the functioning of two 
or more persons in an interrelated manner has therapeutic 
potentialities. ' 

Ideally, the prescribed activity should also satisfy the emo- 
tional need or needs of the patient, but unfortunately we 
cannot at present provide this with any degree of certainty. 
It is admitted that the needs of a patient can usually be deter- 
mined by psychiatric study, but this is not always true, 
particularly in the case of chronic ‘‘deteriorated’’ patients. 
A more serious obstacle is the fact that we have no means 
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at present of determining in advance what particular activi- 
ties will satisfy a given patient’s specific needs. 

Activity therapy, when properly selected, permits the appli- 
cation of the principles of group therapy (at the non-verbal 
level) in so far as these principles are understood. Although 
the mechanics of the therapeutic process in group therapy 
are still a matter for debate, there are certain factors at work 
that, it is generally agreed, play an important réle. First 
among these is what has frequently been referred to as ‘‘ego 
dilatation through group identification.’’ Before any individ- 
ual can identify with a group, that group must develop a 
certain unity of feeling and action. Cotton speaks of this 
unity as ‘‘group cohesion,’’ and he says that it ‘develops 
naturally whenever there is some common experience, com- 
mon symptom, or common motivation in the group.’’ It has 
been our experience that the stress placed on common factors 
within the group is of the greatest importance. 

A second factor involved in successful group therapy is 
the rapport that develops between patient and therapist or 
aide. This bears some relationship to transference and pre- 
sents positive and negative aspects. It is a factor that is 
frequently overlooked in the assignment of patients to activity 
therapy. 

A third factor arises out of the operation of the first two. 
When the individuals within a group have identified with 
the group, and when the relationships between the various 
patients and the therapist or aide are healthy, then emotional 
bonds of variable intensity develop among the individuals in 
the group. As a result interpersonal relationships become 
possible or enhanced. Through this medium the withdrawn 
psychotic may make his first tentative steps toward resocial- 
ization. 

In the process of bringing the patient to the state of maxi- 
mum resocialization, there are a number of intermediate 
objectives that must be realized by activity therapy. These 
may develop consecutively or concurrently and some to a 
greater degree than others, but all require consideration for 
adequate therapy planning. 

1. Interruption of phantasy. As deterioration proceeds, 
psychotic patients tend more and more to sit and do nothing. 
It is this tendency that is deterred to some extent by any 
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program that ‘‘‘keeps the patient active.’’ In providing 
activity to ‘‘keep the patient occupied’’ and ‘‘off the ward,”’’ 
the therapist must ever be alert, or an assignment that was 
initially useful in preventing phantasy may actually develop 
into a situation that enhances it. This is most likely to occur 
in the simpler activities which initially stimulate the patient’s 
interest and require his attention, but which, with repetition, 
may become automatic. 

When a patient becomes so proficient at any task that it no 
longer requires his attention or arouses his interest, that 
activity requires modification. 

2. Provision of substitutive satisfaction. We have to recog- 
nize and take into practical consideration the fact that a 
patient’s psychosis is his solution to his problems and as 
such provides him with certain satisfactions. We cannot 
expect our patients to give up these satisfactions unless we 
can provide acceptable substitutes in reality. Here, again, 
the therapist must labor carefully and continuously to insure 
that the patient is gaining from his activity something that 
he values personally and that any satisfaction gained arise 
from the activity and not in spite of it. 

3. Reintroduction of codperative activities. When first in- 
troduced to activity therapy, most deteriorated patients are 
likely to adopt withdrawn attitudes; that is, they tend to 
perpetuate the patterns of behavior that have developed 
through the course of their illness. It is not easy to break up 
such patterns, and the therapist must keep clearly in view the 
principles of group therapy; he must ever strive for group 
cohesion and group consciousness. It is a common failing 
of activity therapists to concentrate on improving the technics 
and productiveness of their individual patients instead of 
making such considerations secondary to the primary objec- 
tive of resocialization; that is, for a successful therapeutic 
outcome, the emphasis must be on getting the patients to 
work together as a unit, so as to provide common experiences 
and common motivations. Such an approach may result in 
relatively inferior products and a diminished output, but we 
are unaware of any correlation between the quality of articles 
displayed in the occupational-therapy showroom and the hos- 
pital discharge rate. 

In order to bring about a codperative attitude, it is essential 
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that the therapy groups be made up of patients who present a 
certain homogeneity. We have found four factors that enter 
into the formation of a homogeneous therapy group: First, 
the group must be compatible with the socialization status of 
each member. For the very deteriorated, this will require 
very small groups at first, or even individual handling by the 
therapist until he can establish a positive relationship with 
each patient. He can then develop relationships between 
pairs of patients, he himself at first serving as a unifying 
influence. As the patients learn to function in pairs, the 
various pairs can be brought into relationship with one 
another until finally all are brought together in a single group. 
Second, all members of the group should have approximately 
the same functioning physical capacity. Third, all should 
possess the training background required for the project. In 
the elementary groups, this factor is not very critical, as the 
activities wili usually be very simple, but in more complex 
or advanced programs, it is highly important. Finally, the 
patients should need approximately the same degree of super- 
vision. In groups so constituted, it is relatively easy to 
provide common experiences and common motivations, and 
so to bring about codperative actions and group cohesion. 

4, Provision of motivational elements for progression into 
complezities of play, work, and social activities. The childlike 
emotionality of the deteriorated psychotic to a large extent 
governs the approach to motivation. These patients are 
often hungry for acceptance and respond well when the 
therapist indicates that he is pleased with them. This fact 
gives him a valuable implement for channeling the group 
activities. Again it should be emphasized that praise and 
other rewards must be largely reserved for those actions that 
lead to closer group cohesion or group advancement. It must 
also be borne in mind that motivation becomes difficult or 
impossible in the face of frustration. For this reason the 
therapist must be certain that the activities chosen for a 
group do not exceed the immediate functioning capacity of 
any member of the group. Factors analogous to those utilized 
above in making up a homogeneous group—namely, socializa- 
tion status, physical status, training requirements, and degree 
of supervision needed—can be applied in testing a project or 
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activity to determine its suitability for a particular group. 
If the demands of the project in any of the four categories 
exceed the existent capacities of the group, then the project 
is likely to be frustrating and, therefore, valueless as a 
therapeutic agent. 

Successful performance of a project may serve as a source 
of satisfaction to the patient by helping him to gain acceptance 
by the therapist or by other members in the group. Further- 
more some activities can be made to serve as symbolic actions, 
permitting emotional discharge for the group. Where this 
feature is utilized, it is very important to control the competi- 
tive aspects of the situation, so that there will be no inter- 
ference with the development of group solidarity. This will 
often call for considerable modification of standard projects 
to meet the specific requirements of the groups involved. 

As the group advances in ability to handle more and more 
complex activities, a third important source of satisfaction is 
introduced. Many projects yield useful end products or serv- 
ices. By emphasizing to the patient the practical value of his 
services in the project, the therapist may often help him to 
raise his evaluation of himself and so motivate him to further 
progress. At the same time that this viewpoint is presented 
to the patient or group, the therapist, in contrast, must keep 
the utilitarian aspects of the activity in a secondary réle in 
his planning and directing of activity. 

To gain these and other satisfactions as motivating factors, 
projects may have to be modified from day to day, sometimes 
in a seemingly illogical fashion, but the therapist should 
always be ready to introduce any modification that will help 
the patients to advance toward resocialization. 

5. Development of responsibility. Before a patient can 
achieve a degree of resocialization compatible with life out- 
side the hospital, he must often be taught again to accept 
responsibility. Good ward management on the part of nurses 
and aides contributes greatly in this area, but much can also 
be accomplished in the activity-therapy sessions. In a well- 
organized group, each patient can be made to realize that his 
own satisfactions depend on successful group action. With 
a proper approach by the therapist, the patient will learn 
that successful group action occurs only when he, along with 
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each of the other members, fulfills his part. He thus comes 
to understand, generally without full awareness, that his 
acceptance of responsibility leads to satisfaction. As with 
all other aspects of the resocialization process, the therapist 
must constantly, but subtly, impress on the patient that satis- 
faction follows group success. 

6. Control of transference between patient and therapist. 
We have adopted the term ‘‘transference’’ here to include 
patient-therapist relationship in the activity-therapy situa- 
tion; it is not used in its strict psychoanalytical sense. It 
may present positive and negative aspects. For purposes of 
activity therapy in the group setting, it is essential that there 
be a positive relationship between each of the patients and 
the therapist, for the latter must frequently serve as a start- 
ing point. for the reawakening of social instincts in the with- 
drawn patient. When the patient becomes interested in his 
therapist, it may become possible to channel this interest to 
other patients. Frequently enough a patient is antagonistic 
and hostile toward his therapist from their first contact. To 
continue this relationship for any great length of time in the 
hope that it will improve, is usually futile. It is our experi- 
ence that such situations call for reassignment to another 
therapist or aide. 

Another adverse circumstance related to patient-therapist 
transference occurs when one or more patients in a group 
become too dependent on the aide. Aside from the fact that 
this hinders the patient’s development of relationships with 
other members of the group, there is often an unfavorable 
reaction on the part of the other patients to the situation. 
Skillful handling of his patients by the therapist will usually 
prevent the appearance of unfavorable transference reactions, 
but if they do develop, reassignment of the patient to a differ- 
ent therapist or aide is indicated. 

7. Identification with the group. As the patients learn to 
take satisfaction from and’ to accept responsibilities for the 
group activities, cohesion among the individuals readily leads 
to identification. While the inclination to identification with 
the group tends to develop spontaneously, it can be facilitated 
by an alert therapist or aide. Through careful choice or 
modification of available projects and careful observation 
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of the group, those activities which encourage unified group 
action can be chosen. Praise or reward for accomplishment 
should usually be reserved for the entire group, but of course 
particular situations may call for individual attention. Many 
other methods of unifying the group will occur to the therapist 
as long as he keeps clearly before him the idea that his goal 
is resocialization of the individual through manipulation of 
the group. 

An effective activity-therapy program requires, not only a 
full understanding of the goals of the therapy and an appre- 
ciation of the necessity for exact prescription within the 
capacities of the patient to reach these goals successfully, 
but the provision of facilities that will permit the terms of 
the prescription to be met. The usual occupational-therapy 
shops, manual-arts-therapy shops, educational-therapy class- 
rooms, corrective-therapy and physical-therapy clinics, and 
hospital industries, are all, of course, highly desirable or 
essential. In addition to these, facilities, preferably in the 
form of clinics, are needed in which the relatively complex 
functions and relationships called for in the above-named 
units can be broken down into simple components. 

In such clinics very primitive activities can be taught; 
muscular codrdination, speech practices, elementary intellect- 
ual exercises, and related activities can be offered the re- 
gressed and withdrawn, while disturbed and aggressive 
patients can be given work on such apparatus as the heavy 
or light punching bags. As the patients develop a relation- 
ship with the aide, they can be led into more complex 
procedures and eventually be brought into codperative or 
competitive relationships with other patients until group 
cohesion develops. As progress is made, the patient can be 
advanced into the conventional shops and classrooms where 
the more complex patterns of social living can be redeveloped. 


II 
The Veterans Administration, along with other modern 
hospital systems, has laid down a broad basis for the modifica- 
tion of therapeutic activities in its concept of total rehabilita- 
tion, which, catering to the complete needs of the individual, 
goes beyond the definitive areas into the social field, where 
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the resultant disability rather than the diagnosis becomes the 
major problem. Once the basic requirements for the individ- 
ualization of therapy have been met, it has been the medical 
custom to place the patient in an activity in which these fore- 
going considerations would be allowed expression. In general 
therapeutic practice, we have modified all the contributing 
elements to the therapeutic process, but have neglected to 
modify the selected activity, which is recognized to have, in 
many cases, the potentials for the therapeutic expression of 
all the other factors. In other words, we have modified all 
parts of the therapeutic process except the activity itself. 

Such a concept, admittedly inadequate, is shown in the 
application of play which has a natural appeal to the psychotic 
patient. It is assumed that once the patient becomes inter- 
ested in exercise, an important avenue of therapeutic progress 
has been opened to him, and that this spontaneous expression 
of the patient is, per se, therapeutic. Developments in this 
field have taught us, however, that these forms of free expres- 
sion are simply modes of physical and mental adaptation, 
whose final validity is determined by its direction and its 
modification for specific therapy. This viewpoint does not 
deny the great potentialities of play and exercise, offering as 
they do a most natural expression of the patient’s personality, 
his interests and potentialities for resocializing procedures, 
providing significant social data for diagnosis, prognosis, 
and treatment. 

In a discussion of the modification of play and exercise 
commonly referred to as informal and formal activity, and 
specifically designated in the Veterans Administration as 
‘‘corrective therapy,’’ it appears advisable to give considera- 
tion to the related aspects covered by the query, ‘‘Why do 
we modify play and exercise activities, what do we modify 
activities for, and what can be gained by stressing this area 
of therapeutic practice?’ 

We would like to discuss: 

First, a rationale of activities in relationship to therapy— 
i.e., the area covered in this paper and the underlying reasons 
for our belief that more specific grading of adjunctive activi- 
ties is necessary and effective. 

Second, the kind of activities employed and their capacity 
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for modification to meet more specific therapeutic require- 
ments. 

Third, the ability of the patient to adjust to these changes 
in the character and tempo of activities. 

And fourth, distinctive methods of approach through such 
activities and related problems as have to do with the various 
ways of attracting patients into constructive activity and 
sustaining their participation. 

The rationale suggested accepts play as a natural expres- 
sion of the individual, promoting spontaneous acts, affording 
pleasurable experiences, and giving outlet to instinctive 
drives. Play may be modified to become a valid method of 
communication, investigation, and treatment. To establish 
its validity as an adjunctive therapy, activity techniques 
must be psychiatrically planned so as to become integrated 
into the interpersonal situations as a meaningful part of the 
total environment. 

Corrective exercise implies medically prescribed activity, 
individualized to meet the general and specific needs of the 
patient. In psychiatric illness, the symptoms are an attempt 
to satisfy the basic needs of the individual which he is not 
able to satisfy in a normal manner. For the purpose of 
therapy, activities are organized, modified, and directed to fit 
into the general treatment pattern. Play and exercise become 
corrective therapy when they are conditioned to meet the 
problems one encounters in working with the individual 
patient. 

Play as a vehicle of therapy has an unlimited number of 
aspects and relationships, some of which are the following: 


1. Play is above all natural, and therefore allows the individual to 
express his own personality without the inhibitions that frequently 
distort behavior in the mentally sick. ; 

. Play is free and expressive. There is sheer physical abandon in 
play activity, not present in other types of active behavior. 

. Play is extroverting, serving to free the patient from himself into 
the interests and activities of others. 

. Play may be competitive, awakening and expressing the aggressive 
traits. 

. Play may be codperative, developing team organization and group 
feelings. 

. Play may be redirective, pointing the patient’s interest toward 
more social behavior. 
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- Play may be sublimative, giving outlet to repressed impulses, 
urges, or desires, leading to a more acceptable level of behavior. 

. Play is interpretative, unfolding the patient’s nature and showing 
his attitude toward himself, his environment, and life generally. 

. Play may be progressive, enabling the patient to attain higher 
steps of social and physical advancement. 

. Play is integrative, enabling the patient to focus his attention, 
and to organize his motor and mental field into a constructive 
pattern. 

11. Play is inherently satisfying, attracting into pleasurable and con- 
structive activity many patients who are unable to do other things. 

12. Play is modifiable, its many forms and gradations providing activity 
suited to the capacity and interests of many types of patient. 


It is apparent that the multiplicity and grades of free-play 
expression offer a wide gamut of activities, affording many 
grades of complexity as well as distinctive types of activity. 
The therapist who is doing the most effective work in this 
area has an appreciation, not only of the physical forms them- 
selves, but of the so-called non-objective aspects, the emo- 
tional relationships and the broad significance of the psycho- 
dynamics of activity as a means of communication as well as 
a revealing outlet permitted the patient to express his needs 
and also his satisfactions. Such a discerning therapist 
accepts play as a unique and distinctive form of therapy, as 
a specific vehicle that can be modified to meet various and 
variant needs. 

It should also be understood, however, that such free expres- 
sion, important as it is, provides but one facet of treatment. 
It must, therefore, be fitted into the total treatment. Since 
about 95 per cent of psychiatric patients have had previous 
gratifying experiences, in some form, of the many types and 
grades of recreation, this vehicle provides an especially effec- 
tive therapeutic adjunct, promoting in many cases an initial 
activity that may serve as the starting point for therapy 
leading to more complex adjustment. 

It will bear pointing out in this connection that modern 
developments have given us the basis for a prescription of 
corrective exercise as specific as any other form of activity 
therapy. More thought should be given to its modification 
for this purpose, not from the purely diversional aspect, 
which may easily cater to the patient’s whims and fancies, 
but from the standpoint of his actual therapeutic needs. 
Experience with this activity therapy has shown that patients 
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have certain needs that cannot be satisfied except through 
play expression, and that there is no medium in which the 
patient may develop more labile characteristics in response to 
his social needs. That there are in addition significant and 
unique teaching situations in play therapy, is a fact that is 
becoming increasingly evident and important. 

Modification of play activities may promote the maturation 
of the patient whose illness has led to enforced regression, 
which in turn has created many provocative interests in early- 
childhood activities. This makes it advisable at times to 
utilze the preformed patterns of childhood play as the basis 
for the initial participation of the patient. It should be 
emphasized, however, that the therapeutic function of play is 
not comprehended in the dictum, ‘‘Play for the sake of play.’’ 

Play is a vehicle for interpersonal relationships in which 
the stress is placed upon people rather than upon objects or 
activities. Ideally, the patient would learn to play with rather 
than against people. This concept, once put into practice, 
has led to the development of significant areas of treatment, 
providing modifiable situations in which the patient may 
become attracted to constructive, integrative action. He may 
become so preoccupied with the pleasurable movements of 
the game that he neglects his delusions and hallucinations. 
He may be affected by the leveling process of the game, a 
characteristic of play activity that operates as a cohesive 
force attracting and mobilizing the-patients toward a uniform 
goal as they pit their concerted strength toward the winning 
objective. In the process the patient is enabled to gain 
strength from the group, and the therapist, as is well known, 
is able to establish a closer psychotherapeutic rapport. By 
playing with the patient, he may also enter as a partner into 
the patient’s adjustment problems. The therapist may in this 
manner become a protective father figure rather than a 
threatening father figure, if, in addition to the foregoing 
considerations, the proper balance is maintained between the 
purely competitive and the codperative aspects of the total 
play experience, 

In order to promote the most effective modifications of 
therapy, the following orthodox classification of patients is 
suggested : 
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1. Those alert in the mental and physical spheres who can 
accommodate to more advanced levels of play and exercise. 

2. Those who are apparently less influenced by their autistic 
thinking through the counter-attraction of simplified activi- 
ties. 
3. Those who require split assignments, part time in play 
and part time in more responsible activity levels of work. 
These patients require a slower, more gradual transition from 
the dependency situation, a gradual emancipation from the 
therapist. They need time, stimulation, and a continuance of 
the free-expressive aspects of the play experience to enable 
them to fit into these interpersonal situations in a way that 
will stabilize them and allow them to adhere to a positive 


program. 

The first section of this paper reminded us that general 
features of group verbal psychotherapy can be applied to 
group play activity, for here we have a common motivation, a 
common experience, and a common goal. In the actual manip- 
ulation of the various factors that go into the total play expe- 
rience, the therapist must be far more than a physician edu- 


cator, interested in the education of the physical; he must 
be a medical educator interested in education through the 
physical. 

The direction and management of play experiences as ther- 
apy require much therapeutic strategy by means of which 
the therapist is enabled to direct the powerful drives unloosed 
in the gross movements toward specific therapeutic aims. The 
distrust of the schizophrenic patient unable to express his 
need through verbalization may be raised to confidence as 
he exposes his needs through physical means. It is not 
unusual to see a timid schizophrenic patient become aggres- 
sive in his physical movements while engaging in a suitable 
sport activity. Through the provision of such activity expe- 
riences, many difficult types can be enlisted in therapy who 
cannot be approached through other means. 

Ideally, the therapeutic progression would advance from 
the simplest levels through increasingly complex situations 
permitting less and less supervision until the goal of inde- 
pendent action is reached. Play modifications should be made 
in relation to those who have a particular need to take strength 
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from the group. If they are able to satisfy these needs, they 
can become social assets. If, on the other hand, they insist 
upon gaining their support permanently from another indi- 
vidual, they cannot gain in socialization. Play techniques 
should take these two divergent types into careful considera- 
tion and organize methods adapted to their distinctive needs. 
More specifically prescribed and carried out, play may enable 
the overly dependent patient to give up some of his egocentric 
tendencies while at the same time gaining support from the 
group. 

Of all modifications of play activity, provision for an adjust- 
ment that will enable the patient to experience success in the 
treatment objective is primary. It is probable that many 
patients are frustrated rather than helped in their play expe- 
riences. Play unlooses so many powerful drives both of a 
social and of an antisocial character that even the best trained 
therapist may find he has more dynamic force than thera- 
peutic control. Once the therapeutic aim is established, the 
therapist should examine the vehicles of play and exercise 
indicated, with the idea of graduating their complexity in 
such a manner and to such a degree that the patient will 
understand them, and not be rebuffed by technicalities of 
rules, skills required, or uncertain attitudes of the therapist. 
The play skills should, if necessary, be broken down, so that 
the patient can perform them with comfort, if not with grace 
and coordination. If the patient has not had mature expe- 
rience with the activity, it should be presented in simple ele- 
ments, so that the mechanics of the activity will not destroy 
its spontaneous nature. 

An important further modification of play will provide for 
the progression of the patient from play to scorer, umpire, 
manager. This transition to a status of greater responsibility 
gives a constructive outlet to the aggressive traits of the 
patient and enables him to build up feelings of importance 
to enhance his personality and to promote a higher level of 
personality integration. 

It is well known that positive transference can be expressed 
through non-verbal activity in the form of a symbol or a 
gesture. Through the medium of exercise, the patient is able 
to form as well as to express such interpersonal relationships. 
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The significance of play as a projective method is believed 
to inhere in (1) ease of expression, naturalness; (2) lability 
of expression, multiplicity of forms and graduation; and 
(3) suitability in meeting the need of the patients for group 
cohesion; pleasurable socializing qualities. 

Adjustments of play and exercise and the total activity may 
be made for the following: (1) psychological adjustments ; 
(2) tempo, fast and slow exercises; (3) complexity, one 
and many response; (4) socialization; and (5) progressive 
motivation. 

As to content, the following is suggested, based upon the 
premise that the patient is more influenced by the feeling 
tone of the play experience than by the form in which it is 
presented : 

Of all the modifications for psychological purposes, the 
‘*neople adjustments’’ are the most fundamental; people 
situations, interpersonal issues, are the very crux of activity 
therapy. Psychotic patients show a tendency to select as 
partners in their play fellow patients who are their friends 
rather than the patients who have the best physical skills. 
In general it may be said that these suggested modifications 
on an interpersonal basis may be made either for supportive 
or for what we choose to call ‘‘realistic therapy.’’ Supportive 
therapy provides changes in the activity situation by suf- 
fusing it with an inherent kindliness, promoting real folksy 
situations, making the play warm, captivating, infectious, 
and down to earth. On the other hand, instructional therapy 
will modify the activity so as to make it direct, calm, and 
objective. The play situation is presented critically, and fair- 
ness and form, including careful adherence to the rules, are 
stressed. The mechanical and physical techniques are given 
an important place. Realistic therapy has been suggested 
for the behavior deviates, particularly the psychopathic 
reaction types. 

An excellent example of the significant areas of therapy 
opened up by modifications of activity individualized to meet 
a patient’s needs is shown in the exploratory technique for 
the reéducation of the catatonic patient as developed at the 
Veterans Administration Hospital, at Danville, Illinois. A 
detailed report has already been made in the American Jour- 
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nal of Psychiatry. Two broad modifications provided the 
basic approach to the patient’s needs—namely, exercise tech- 
niques for physical reactivation of the stuporous and nega- 
tivistic patient and educational methods to orient him to his 
condition and retrain him to regain associations. These broad 
modifications were complemented and refined by many addi- 
tional changes in the types and character of the activities 
prescribed. The conventional treatment of psychotherapy 
and exercise has been broken down so as to meet the patients’ 
psychological as well as physical needs. The exercise methods 
consisted of massage, and assistive and resistive exercise, 
further modified to attack the tension state and to promote 
relaxation. 

In the series treated, methods of suggestive association 
were used to supplement the relaxation techniques. In this 
phase the activity was further modified so as to aid the patient 
to associate the object with the word—to say the word 
‘*ball,’? for example, while actually handling the ball. Still 
further changes were made in the activity to promote interest 
and to assist the patient in focusing and sustaining attention. 
Pencils and paper, cards bearing common geometric designs, 
spools, cones, cylinders, art objects, and elementary reading 
material were utilized in modifying this activity to meet the 
patients’ needs for many and various psychological readjust- 
ments. Cones, spools, design-bearing cards were sorted into 
categories of shape, size, and color to develop concentration. 
Simple problems of arithmetic were employed along with 
handwriting techniques leading, in feasible cases, to writing 
letters home. 

Here we have a highly refined adaptation of exercise to 
meet the distinctive needs of the catatonic patient, utilizing 
a great number of therapeutic devices and materials, includ- 
ing, in addition, creative design games, large-piece jigsaw 
puzzles, elementary color books to meet the lower capacity 
levels of the patient, and such devices as the family album 
to bring back, not only the home associations, but the motiva- 
tional lures inherent in a recognition of these early pleasur- 
able experiences as the patient becomes more alert. Oppor- 
tunities for voluntary expressions available in such activities 
as table tennis and pool are supplied. Table tennis offers 
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a modification that makes available to the patient attractive 
stereotype movements, automatisms that fulfill a need of 
the patient on his improved level of psycho-motor integra- 
tion. As he continues to adjust in alertness and interest, 
such an activity as pool is introduced, so that he may have 
an opportunity to express his advancement through more 
complex voluntary activities. He is encouraged and directed 
to modify this free expression so as to make it a problem- 
solving exercise in which he can study and select alternative 
courses of action. 

In such sundry and various ways, activities may become a 
valid therapeutic language through which the patient may 
express his personality and personality needs. The effective- 
ness of the therapist depends in no small measure on his 
initiative, resourcefulness, and imagination in adjusting these 
multiple activity forms and elements to meet the changing 
needs and other therapeutic potentials of the patient. Care- 
ful records indicate a higher rate of improvement due to the 
complete variability of the form, tempo, and content of this 
therapy. 

Such modifications for the purpose of intensifying treat- 
ment to aid in the more effective realization of the treatment 
aim bring corrective therapy in close alignment with modern 
developments in the field of clinical psychology. Observa- 
tions of the patient in a natural, spontaneous play situation, 
specifically adapted to meet his therapeutic needs, may bring 
many significant clues to the surface. Material relative to 
the emotional structure and intellectual organization of the 
patient may be elicited; his emotional control, tendency to 
concentrate on inconsequential details, areas of wandering 
attention, degrees of negativism, interference of free play 
with his delusional or hallucinatory expressions, the direction 
of his aggression, areas of sensitivity to authority, levels of 
frustration—all important information, of assistance, not only 
in diagnosis, but also in treatment—may be brought to the 
surface through such specially adapted play. 


SUMMARY 


It has been our purpose in this paper to stress the impor- 
tance of non-verbal levels and types of therapy for all groups 
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of neuropsychiatric patients, but particularly the chronic psy- 
chotics who occupy from 80 to 85 per cent of the beds in 
psychiatric hospitals. 

It is believed that the multiplicity of form and the grada- 
tion of non-verbal activities provide levels of expression which 
the therapist may employ to carry out more specific thera- 
peutic aims. 

For this purpose it is necessary to modify activities as to 
form, content, and intensity. 

Toward the process of maximum resocialization, such stress 
on activity modification may assist in the interruption of 
phantasy, provide substitute satisfaction, reintroduce codp- 
erative activities, develop responsibility, provide identifica- 
tion with the group, and control transference between patient 
and therapist. 

Play becomes a most helpful free expression, providing a 
most distinctive appeal to the patient, making him labile to 
more responsible levels of therapy. Activity thus becomes 
a therapeutic language through which the patient may express 
his basic needs, manipulate his social adjustments, and pro- 
vide clues of value in his diagnosis and prognosis ag well as 
in his treatment. 

Growing experience, along with exploratory studies in the 
modification of activities as a treatment aim, is enabling 
the psychiatrist to develop a more intensive and scientific 
approach to the patient, helping him to mobilize more of his 
potentials for effective treatment. 
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ro years, psychologists and psychiatrists have been saying 
that the insights of the clinical psychologist should be ap- 
plied in the field of education, and educators have pleaded 
with them to explain what meaning their findings have for 
education. Many articles have been written, but, as has 
been pointed out by Nathaniel Cantor in his Dynamics of 
Learning,‘ ‘‘there has been a pitifully meager amount of ac- 
tual demonstration of how mental-hygiene could actually be 
put to use in education.’’ 

When an attempt is made to understand why this rather 
peculiar situation exists and to determine how the principles 
of mental hygiene can be put into operation, several signifi- 
cant points of view are encountered. Some, like Gardner 
Murphy,’ believe that our society ‘‘cannot long exist with the 
frustrations and confusions that it involves.’’ While this 
group sees a necessity for cultural change, another group 
sees the problem as one of adjusting to the existing culture. 
Whatever view one takes, one is still faced with the problem 
of getting mental-hygiene practices into action. 

Here again are found divergent points of view. Some 
critics of American education, like Merle Curti,’® attack the 
emphasis that has been placed on the individual. There are 
the cultural determinists, and there are those who place 
an unshakable faith in the value of democratic professional 
instruction as one of the chief means of social change. The 
attack of this latter group, with whom the writer tends to 

1 Buffalo, N. Y.: Foster and Stewart, 1946. p. 9. 

2 See his Personality: A Biosocial Approach. New York: Harper and Brothers, 
1947. p. 911. 


8 See his The Social Ideas of American Educators. New York: Charles Scrib- 
ners Sons, 1935. p. 586. 
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identify, is usually directed toward the ‘‘sterile, lifeless, im- 
potent abstractions and devitalized knowledge, far removed 
from the vital, pulsating experience of students,’’ that seems 
to characterize so much of our higher education. 

Adherents to this point of view maintain that students 
cannot assimilate these abstract knowledge-symbols unless 
they can find in their own experiences the reality to which these 
symbols refer. They argue that it is only through knowledge 
gained by direct participation in translating ideas into per- 
sonal significance that one’s system of attitudes is modified 
and ‘‘real’’ learning occurs. They believe that students are 
educated by the lives they live, and debunk the ‘‘well-en- 
trenched educational dogma that learning is the direct result 
of teaching, a mechanical reaction to the school environment 
instead of a purposive achievement.’’! Learning and remem- 
bering are regarded as an active, purposeful, and continuous 
process carried on for the satisfaction of individual needs. 
It is contended that no subject matter is interesting in and of 
itself; it is interesting only when the individual is interested 
in it because of the way he perceives it in relation to himself. 
To them, the most important challenge colleges must face is 
how to help people live together. 

There may be many valid approaches to the problems that 
have been posed, but I will limit myself here to a description 
of an attempt on a small scale to translate such a philosophy 
into action and a discussion of the underlying rationale. The 
‘‘ambitious’’ leader might try to start a new campaign or 
movement, organize a club, found a mental-hygiene clinic, or 
the like. By radio, pamphlets, lectures, and other mass media 
of communication, he might initiate an evangelistic campaign 
to convert masses to mental-hygiene principles. In carrying 
out such a program, he and his most rabid followers might 
be guilty of such gross mental-hygiene malpractices them- 
selves that no one could have confidence in them. 

Moreno’s? interesting parallel to Christianity would seem 
to be appropriate at this point: ‘‘Christianity, too, has not 


1 See Self-Consistency, A Theory of Perscnality, by Prescott Lecky. New York: 
Island Press, 1945. p. 122. 

2See Group Psychotherapy, edited by J. L. Moreno. Beacon, N. Y.: Beacon 
House, 1945. p. 304. 
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been helped by mass baptism of babies; fewer, but self- 
realized Christians might have meant more true Christianity.’’ 

This is not contradictory, as might seem at first glance, 
either to Moreno’s idea that ‘‘a true therapeutic procedure 
cannot have less an objective than the whole of mankind’’ or to 
the Christian viewpoint of a world brotherhood. It is based 
on a theory of the social and organic unity of mankind and 
involves making use of what Moreno has termed the ‘‘ psycho- 
social networks.’’ The general principie is stated by him as 
follows :' 

‘*Every individual man functions in a system which is confined to two 
boundaries: the emotional expansiveness of his own personality and the 
psychological pressure exerted upon him by the population. ... We 
have shown how deep its effect is even in the apparent vacuum around 
an isolated person, that the specific molds and boundaries we have created 
to shelter and shape individuals, the home unit, the school unit, the work 
unit, are not actual boundaries, that the forces of attraction and re- 
pulsion pass beyond these limits ceaselessly striving towards exchange 
of emotional states, that this tendency to reach out and to exchange emo- 
tions is stronger than social institutions formed apparently to protect man 
against the vagaries of his adventurous nature.’’ 

It would seem to follow logically that because of this emo- 
tional expansion and these psychological currents, individ- 
uals and groups can be only artificially separated from a 
larger whole. Hence, it is the thesis of this paper that educa- 
tion, and mental-hygiene education in particular, can work 
most effectively and accomplish the most far-reaching results 
by consciously making use of the psycho-social networks, or the 
‘‘grapevine phenomena.’’ No claim, however, is made that 
the paper presents a method for ‘‘changing the world’’; it 
describes merely a modest attempt to make some use of the 
lines of influence open in any college classroom. 

It is not possible to relate here more than a few of the 
things that happened in a mental-hygiene class of eighteen 
students when the writer attempted to translate this idea 
into action. The students were upper-classmen and graduate 
students in education, psychology, social work, and so on. 
From the outset, the self-relatedness aspects of the course 
were emphasized. A situation was provided in which students 
were free to read with the purpose of gaining information 


1 See his Who Shall Survive? Washington, D. C.: Nervous and Mental Disease 
Publishing Company, 1934. p. 162. 
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that they might use in solving immediate and future prob- 
lems, not with the thought of remembering it for an examina- 
tion. Further to encourage and assist students in relating the 
material to themselves, one of the requirements of the course 
was that each should prepare a report on some mental-hygiene 
problem of a group of which he or she was a member. Exten- 
sive reading was encouraged, but this was not to be a library- 
research report. 

Blind, unquestioning acceptance of authority was dis- 
couraged and critical evaluation encouraged. Each student 
was expected to assume responsibility for his own learning 
and for his contributions to class discussion and his weekly 
critiques, giving his reactions to what was happening in the 
class. In order to bridge, at least in part, the gap between 
theoretical knowledge and action, an attempt was made to give 
some training in the necessary skills through situation tests 
and socio-dramas. Students were placed in socio-dramatic 
situations that called for the information and techniques 
being studied in the course. Each performance was dis- 
cussed by the group and improved approaches were sug- 
gested and tested. It was hoped that such experiences would 
not only deepen and broaden the student’s understanding 
of the materials of the course, but would also increase the 
likelihood of his making use of it in his immediate life situa- 
tion, as well as later on. 

A description of the experiences of several members of the 
class will serve to illustrate what happens in such a situation. 
One of the most interesting cases was that of Tamara Gray,’ a 
young married woman who had had some elementary-school 
teaching experience. The following statements extracted 
from her final evaluation of her work in the course explain 
in part what happened: 

‘*Not knowing my whole school history, you would not know that I sat 
through every class throughout high school and college not ever opening 
my mouth. In this course, however feeble it was, I did participate. 
That’s something. 

‘*This semester I have joined the American Association of University 
Women and Young Matrons. I have affiliated myself with a church group 


and have accepted an office in the organization. I have contributed my 
services to A.A.U.W. and was pleased with the result—came home with 


1 All names used in this paper are fictitious. 
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a | r feeling of adequacy. I even had the courage to accept the job 
of toastmistress at the Business and Professional Women’s Christmas 
party. I can hardly believe it. 

‘*In thinking about our business, some things have worried me. I have 
had several ‘out and out’ talks with my husband and both of us have 
gained by them. Through them have come better working conditions for 
our employees, fairer treatment for our customers, and a better under- 
standing of us as partners. ... We frequently didn’t see things the same 
way. I used to brood about them—now, I bring them to the forelight 
and we reach some kind of decision. 

‘*T have also tried to understand myself more thoroughly. To some 
degree, I know what I may expect and am learning to accept certain fac- 
tors which I have not done before. ... I had a better feeling toward other 
members of the class than ever before, and after my first conference my 
old fear of the instructor left.’’ 


It will be noted that most of Mrs. Gray’s social expansion 
and psychological currents were in the direction of her home, 
work, and community units, though I am certain her influence 
was felt to a considerable degree on the campus in‘spite of 
the fact that she was only a part-time student. Her term 
report dealt with some of the mental-hygiene problems in 
the business operated by her and her husband. Some of the 


problems were quite easily identified and corrected, and im- 
provements followed almost immediately. There was some 
evidence that this reduced the nervous wear and tear both on 
employees and on customers. Mrs. Gray’s husband dealt with 
a number of out-of-town agents, usually from small rural vil- 
lages. Frequently it was Mrs. Gray’s duty to entertain the 
customer’s wife. She had considered this quite a nuisance. 
The visiting wife was frequently emotionally upset and suffer- 
ing from“the rather deep frustrations of her daily life, village 
gossip, and so on. Mrs. Gray began feeling more adequate 
as a ‘‘listener’’ as she began applying mental-hygiene princi- 
ples in understanding the difficulties of these women and in 
accepting them. She discovered that she could apply, in these 
casual contacts, some of the principles of non-directive counsel- 
ing which she had read about and discussed in class and seen 
demonstrated. Through such experiences, as well as through 
her husband’s business and the community organizations of 
which she was an active member, it seems certain that her 
interpersonal influences have spread rather widely. 

Just as Mrs. Gray’s social expansion and psychological 
currents have been in the direction of home, community, and 
work units, those of Mary Luce have been in the direction of 
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the college community itself. She was, at the time she was 
taking the course, serving as resident adviser in a dormitory 
unit of about sixty girls. Her term project was a sociometric 
analysis of this dormitory. This study itself seemed to give 
her a much clearer and deeper insight into some of the mental- 
hygiene problems of the group, and I am convinced that the 
experience enabled her to lead the way to great improvement 
in the mental-hygiene conditions of the group living situation. 
She became aware of many of the underlying tensions of 
which otherwise she would probably have been unconscious. 
An end-of-the-semester retest indicated that the girls in the 
dormitory had become much more acceptant of one another. 
Behavioral evidence also indicated that they had developed 
considerably in their ability to live together harmoniously 
and productively. Miss Luce was quite active in a number of 
campus organizations, and if all of her social expansion could 
be traced, the extent of her influence would no doubt be 
found to be quite great. 

The work of Mae Wear also illustrates influence in the 
direction of campus life. Besides holding a key position in 
her sorority, she was serving as chairman of the school-of- 
home-economics senior counselors to freshmen. Freshmen 
girls in the school meet weekly in small groups with a senior 
girl as the adviser of each group. Mae became interested in 
the mental-hygiene problems presented in these groups and 
made a study of some of them for her term project. In her 
contacts with the other senior counselors, further interest 
seems to have been stimulated. Much of her reading and 
the problems she presented in conferences and in the class ses- 
sions were related to the mental-hygiene problems of her 
sorority and of the home-economic freshmen groups. 

A list of the projects carried out by other members of the 
class will serve to suggest in part the extent of the psycho- 
logical currents emanating from this class. Carl Jorge became 
interested in some rather difficult mental-hygiene problems 
involving his two-year-old son and several other young 
children in the same apartment house. Study, thought, read- 
ing, observation of these problems resulted in actions that 
improved the mental-health conditions of these young chil- 
dren and helped them to learn how to get along better with 
one another. 
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Ruby Eels, a sorority leader, was concerned about the 
mental-hygiene problems presented by two particular girls 
in her sorority. Her project was an account of her attempts 
to understand their problems better through her daily con- 
tacts in living with them. Mary Adams has two freshman 
roommates for whom college necessitated some rather difficult 
readjustments; her project recorded her experiences and 
those of a fourth roommate in helping the other two make 
these readjustments. Jane Raup reported a similar experi- 
ence with one of her roommates. 

Betty Hech made a study of the mental-hygiene problems in 
the dormitory in which she served as a staff assistant. Robert 
Barr, an assistant scoutmaster, focused his attention on the 
mental-health problems that arose in his Scout troop and 
was able to take constructive action in regard to some of 
them. Mara Ford, who worked part time with a welfare 
agency, found plenty of opportunity for the application of 
mental-hygiene principles, and reports would seem to indicate 
that her interest made some of her fellow workers more aware 
of certain mental-hygiene problems involved in their work. 
Mary James prepared a report of the mental-hygiene prob- 
lems she discovered in her work as a nurse’s aide in a local 
hospital. Bert Hand became aware of the tensions and anxie- 
ties in the dance orchestra of which he was a member, and 
through his understanding of his own responsibility for some 
of them, improvements seemed to take place. 

In some cases is was evident that changes in the attitudes of 
certain members of the class resulted in less strain for many 
of those with whom they came into contact. An excellent 
example is the case of Sara Lane, a very capable and articulate 
young married woman. She was, however, quite aggressive 
and had achieved a reputation for not being able to get 
along with a number of people on the campus. The following 
excerpt from her final evaluation of her work in the course 
will demonstrate one of the major changes that she seemed to 
have achieved: 


‘*The course enabled me to clarify or correct some ideas about myself 
and my abilities and limitations (like no longer feeling that I’m really 
quite stupid, but skillful at fooling the public) and so I can now do 
better work.’’ 
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Several people had already commented about this change, and 
it is reasonable to expect that because of this change in her 
self-concept, all of those with whom she works will be sub- 
jected to less wear and tear. 

From an educational standpoint, it might be said that these 
experiences essentially represent a shift in the ‘‘locus of 
knowledge’’ from the authority of the instructor, buttressed 
by the authority of textbooks, to the students and their ex- 
periences. From a therapeutic standpoint, it might be said 
that the ‘‘locus of therapy’’ has been shifted from the per- 
son of the therapist to the group. Such a procedure is not 
without its rationale and its scientific foundations. Moreno’ 
has stated the case as follows: 

‘‘Sociometric methods have demonstrated the therapeutic values 
(tele) scattered throughout the membership of the group. . .. The 


réle of the healer has changed from the owner and actor of therapy to 
its assigner and trustee.’’ 


What Moreno has said about therapy would seem to be true 
also of any learning situation, in the school and college situa- 
tion as well as in the clinic. 

Though what has been reported is only a meager attempt, 
the experience would seem to give support to the thesis that 
education, and mental-hygiene education in particular, can 
function more effectively and accomplish more far-reaching 
results through a conscious use of the psycho-social networks 
that are represented in the membership of every college class. 
Furthermore, the student must be regarded in terms of his 
own immediate needs, his own desires, his own goals, and 
his own point of view. 


18ee Group Psychotherapy. p. 79. 
P P 








MUST OUR CHILDREN BE NEUROTIC? * 


EARL J. SIMBURG, M.D. 
Berkeley, California 


FOr some time I have been increasingly aware of the 
mounting awe and fear with which people are coming to 
view child-rearing. I have been impressed by this in my 
patients of both sexes. I see it in social contacts, and I hear 
it in questions at ‘uental-hygiene meetings, nursery groups, 
and P.T.A. meetings. As a co-chairman of the Northern Cali- 
fornia Committee of the American Psychiatric Association 
on Codperation with Lay Groups, I have been in close touch 
with my psychiatric colleagues and have had ample confirma- 
tion of my own observations. 

The topic I have selected stems naturally from aware- 
ness of this fear: ‘‘Must our children be neurotic?’’ This 
question has numerous variants: ‘‘Will I make my child 
neurotic?’’ ‘‘How can I avoid making my child neurotic?’’ 
‘‘There is so much to know about children. How can I know I 
always do the right thing?’’ Or, ‘‘ Children are so complicated. 
I want one, but I don’t dare,’’ and so on. The topic as I 
have worded it permits both an affirmative and a negative 
reply. It is my purpose to touch on both sides of the question. 

The affirmative side deals with a body of knowledge familiar 
to most people. Because of this ready awareness, the tendency 
is to say, ‘‘Yes, our children must be neurotic.’’ The term 
itself is riding the crest of a wave of popularity. In some 
circles a yes answer is regarded as sophisticated awareness. 
But those who treat this question with fear rather than fancy 
hasten to add their yes. Then there are those who take 
a resigned attitude and say literally, ‘‘Regardless of what 
may happen, I know my child is bound to be neurotic.’’ An 
example of this attitude occurred a short time ago when the 
wife of a professional man, discussing their infant, said, 
‘‘My husband and I have decided that you simply cannot 
prevent it. We know our daughter will be neurotic, and our 

* Adapted from a radio address delivered in Berkeley, California, January 
24, 1950, under the auspices of the Alameda County Mental Health Society. 
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job is to help her have as mild a neurosis as possible.’’ I am 
certain that this mother does not want to be taken with full 
literalness, yet her comment is indicative of an attempt to 
meet what is obviously a fear that these parents have with 
a defense of complacent resignation. 

Many of the exponents of the affirmative side, in the press 
and from the lectern, bemoan the disparity that exists between 
our technological and our sociological advance. They trumpet 
the charge that our emotional development lags behind our 
technical progress in spans from a hundred to five hundred 
years. ‘‘Man has learned to manage his environment most 
skillfully, but remains inversely awkward in the manage- 
ment of his own self.’’ Accordingly it is argued that we are 
the victims of our own advance. Finding the complexity of 
our living too intense, we react with the formation of neuroses. 
Our children are the logical inheritors of these disparate 
conditions, and are bound to be neurotic. 

A second argument emerges from some familiarity with 
present-day psychiatric concepts. Certain persons imply 
without saying so that children simply reflect their parents. 
There is a group—fortunately definitely in the minority— 
who are quite ready to ignore the child who is having difficulty 
and operate through remote manipulations—namely, treat 
only the parent and preferably the mother. This attitude 
stems partly from misinterpretation of comments such as, 
‘‘No matter what we teach our children, they insist on acting 
as we do.’’ 

Other people have taken teaching about the réle of frus- 
tration in the development of neuroses in an absolute sense. 
Their formula runs something like this: ‘‘Many neuroses 
have been shown to develop from early childhood frustra- 
tions. Accordingly, as a parent, I must be on guard to rear 
my child in a frustration-free atmosphere.’’ As soon as this 
parent recognizes that this self-imposed task is impossible, 
there is the tendency to conclude, ‘‘I can’t arrange to have him 
frustration free; hence he will be neurotic.’’ I shall not 
touch on those who fail to recognize the fallacy of their 
resolve, enslaving themselves to this preposterous mission 
and depriving their child of the opportunity to experience 
inevitable frustration wholesomely. 
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A major point for the affirmative is the influence of our 
culture in the promotion of neurotic children. In effect, the 
argument is that our Western culture is completely faulty and 
each individual in our society is a pitiable victim. According 
to some of our anthropological colleagues, we operate so 
poorly that no matter what the atmosphere of the individual 
family, the cultural impact is so abhorrent that our children 
are bound to be neurotic. At times I wonder how it is that 
any member of our society grows up relatively well integrated, 
happy, and successful. If these enthusiasts are to be taken 
literally, this could not happen. On the other hand, in a 
clinical atmosphere I am often astounded that my patient is 
not sicker than he is, after developmental experiences that 
could be viewed as harsh by the standards of any culture. 

The brilliant researches of Margaret Mead, Malinowski, 
and others have opened new and larger horizons for our 
understanding of human behavior. The reports of Dr. Moloney 
from Okinawa have been inspiring and stimulate a reévalua- 
tion of some of our cultural practices. All of us feel a deep 
sense of gratitude to these workers in human relations, be- 
cause the impact of their work insures further plasticity in 
our own cultural attitudes. 

Yet it is true that our culture retains certain Puritan atti- 
tudes; that we are described as rather conservative; that the 
atmosphere of our homes, schools, and playgrounds remains 
_ repressive and restrictive. The family unit in America to-day 
has been described as a tight little package of two children 
and two parents. Our urbanization, our tenement and apart- 
ment dwelling, fosters the corroding atmosphere in which 
parent and child irritate each other to their mutual detri- 
ment. Too often they are deprived of the requisite space to 
permit of any privacy from each other. Too often the chil- 
dren are robbed of the privilege of watching growth and de- 
velopment. The garden plot, the farm, the animals, the domestic 
pets—all provide numerous thrills rich in experience as 
demonstrations of natural growth. Here the phenomena of 
conception, birth, and death are at hand, ready for inspection. 

Our mode of living does have a narrowing base. To-day 
in-laws are viewed as hazards and it is deemed intelligent to 
avoid them. Dr. Margaret Mead lectured two years ago about 
the advantages of Grandmother to the home. Be it Grand- 
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mother or any other parent surrogate, children to-day find 
fewer opportunities to establish secure relationships with 
adults who are ready and eager to love them. It is held by 
some that this is one of the major factors involved in the 
increasing dependency on parents and the reluctance to ‘‘let 
go.’? Hence it is argued that the very architecture of the 
family unit provides so slim a margin of security that neurotic 
children are the inevitable consequence. 

All of this might lead one to assume that our culture is 
static—a concept that I must negate at once. The protagonists 
of the affirmative, however, do not concern themselves with 
a patent contradiction when next they assert that we are 
experiencing tremendous and at times revolutionary changes. 
Parenthetically, I prefer to think of these as evolutionary. 

They will cite the so-called emancipation of woman from the 
status of servant to that of career woman, with the rights of 
franchise and of owning property; the readiness of marriage- 
able daughters to select their mates without a by-your-leave 
from parents; the obvious increase in the general standard of 
living; the increase in education; and the increase in general 
health, thereby promoting longevity. Certainly we are wit- 
nessing a process of cultural change, in which the ideas of 
yesterday are not acceptable. To-day many parents must 
relinquish deeply ingrained attitudes developed in their own 
childhood and adapt to the notions of the present. No one 
can deny that this struggle to adapt is fraught with difficulty 
for the parent and is bound at times to affect adversely the 
development of the child. 

There are those who argue that they can adapt very readily 
and accept enthusiastically the mental-health principles of 
to-day. However, they feel that they represent tiny islands 
of enlightenment in the surrounding sea of darkness. ‘‘ What 
is the use?’’ they ask. ‘‘We explain the facts of life frankly 
and honestly to our daughter, but she meets the giggling, 
whisper-in-the-corner attitudes in her chums, and brings 
home this unhealthy sense of shame.’’ To these parents I 
can only say simply that I know of no instance where truth 
can be shamed. Their very concern about their isolated 
status must be sensed by their children. How else this imita- 
tive pattern? 

These, then, are a few of the arguments about culture. 
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Finally, there is the school. Many parents are only too 
ready to absolve the home of all responsibility and to con- 
sider the school the sole agency in promoting the ill health of 
their children. Actually, it is fashionable to blame the schools, 
and unfortunately, as in the case of all rationalizations, there is 
at least a grain of truth in this. 

In essence, our schools can be termed a national disgrace, 
and a reflection of our collective apathy—old buildings, 
crowded classrooms, lack of funds, underpaid teachers, often 
demands on teachers which they lack both the training and 
the inclination to meet. The expectation that one teacher can 
relate to thirty-five children simultaneously, helping each to 
interact with the adult and the other members of the group, 
violates reason. The stand-pat, rather reactionary attitudes 
of many school boards represent a block to progress. The 
naive assertion that our schools, as now constituted, can help 
our children develop aptitudes for living blinks reality. This, 
too, is offered as an argument that our children must become 
neurotic. It is no wonder, then, that so many of our parents 
are tense and apprehensive about their children’s prospects 
of developing into happy, successful adults. 

Briefly let us look at the negative side of our question. Here 
we assert: No, our children need not become neurotic. 

First, we can note that the very anxieties that I have been 
mentioning can and do represent a healthy sign. Where this 
anxiety promotes critical examination and mobilizes interest, 
it can be channeled toward constructive action—as, for 
example, into concerted efforts to improve our educational 
system and educational facilities. A smug or complacent 
parent is rarely as alert to the needs of his or her child as is 
a somewhat anxious, but interested, parent. Where this 
anxiety represents nothing more than rumination or self- 
depreciation, true, the child will seldom benefit, but, as the 
politicians are prone to say, ‘‘An awakened electorate means 
an intelligent vote.’’ 

The heavy argument about culture in all its ramifications 
loses much of its punch when we remember that our culture is 
dynamic—changing and never static. A retrospective glance 
over the past fifty years confirms this quite readily. The 
permissive attitude has become popularized. From the self- 
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demand feeding of the infant to the self-determined selection 
of a mate or a vocation, the growing cultural attitude is the 
increasing status of the child as an individual. 

In this evolutionary process, the réle of the father has under- 
gone dramatic, though subtle, change. It is true that too often 
the father continues to be the absentee parent, but more often 
I hear these fathers say, ‘‘I reserve Sunday for my family, 
especially for the children.’’ Some fifty years ago a father 
at a mental-health or P.T.A. meeting would have been a 
rarity. This was woman’s work, with father indulging his 
interest in the weekly poker game and the Lodge. Strict 
surveillance of the report card might be the exception. Gen- 
erally father issued the regulations and mother made sure 
that they were enforced. This extreme behavior is increas- 
ingly rare. Dads’ clubs, nursery-school committees, mental- 
health groups, P.T.A., find fathers in attendance in growing 
numbers. More are taking a hand in the care of the infant 
without fearing loss of face or masculinity. 

In turn, the mother is a free individual; she has a right to 
her opinions and expresses them freely in the home and with 
her colleagues. Moreover, she has the education to support 
her and the initiative to learn more. I find that mothers are 
coming to recognize that they receive affectional responses 
from their children because they are prepared to and do earn 
them. Their status as mothers does not guarantee affection 
by Divine Right. 

Both parents can have differences of opinion openly and 
aggressively. They can quarrel—and, yes, do so—before 
their children without the children’s becoming terrified, since 
neither parent has so great a need to rule exclusively. 

These same parents are effecting changes both through in- 
dividual and through concerted efforts. These are seen in 
the growing number of nursery schools that are a place of 
play for the children and not of abandonment. The mothers 
are there and weekly they meet to discuss common problems 
relating to the child at home as well as at school. Our 
kindergartens are changing steadily. True, there are some 
kindergarten teachers who object to the lack of conformity of 
the nursery-school child as compared to the other children. 
Here we see evidence of cultural clash due to the changes 
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that are taking place in our culture. We must ask whether the 
conformity demanded is in response to the needs of the 
children or to the traditions of the teacher. Despite timid 
school boards, more schools are beginning to teach sex hy- 
giene. Primarily, this is a parental privilege, but it is en- 
couraging to see schools freeing themselves of the taboos of 
the past. Films, such as those prepared by the Oregon experi- 
ment, forecast a brighter future. 

Attitudes toward birth also are changing. Dr. Read’s book, 
Childbirth Without Fear, has achieved tremendous popularity. 
Many women have told me, ‘‘That is the way I have always 
wanted to have a baby.’’ Of late I have been impressed 
with the fact that fewer women are expressing fear of delivery, 
but more and more express fear of parenthood. The ideas of 
the Cornelian Corner represent a healthy beginning in the 
assuaging of this unnecessary fear. The lying-in opportuni- 
ties, wherein baby and mother come to know each other inti- 
mately from the moment of birth, mean, for one thing, that 
you do not have mother arriving home with a strange bundle 
which terrifies her by threatening her ideas of her own com- 
petence. 

Reasonable parents do not expect a so-called perfect or 
model child. Generally parents agree that a hypothetical 
child of perfection would pose a serious question of likable- 
ness. A relatively well-integrated, happy child, adapting 
harmoniously, represents the usual objective. Within this 
framework certain neurotic trends or tendencies are accepted 
without anxiety or concern. Very often the very charm and 
individualness of personality that beguiles our attention has 
a trend or tendency at its base that, if extreme, could create 
disharmony of function. 

Our children are individuals, highly sensitive and highly 
responsive to the personalities of their parents, but by no 
means mere echoes or reflections of these parents. They are 
endowed with their own constitutions and react to their en- 
vironment, of which their parents are a part, with the 
specificity of these constitutions. For a parent to claim full 
responsibility for anything and everything his child does, is 
to deny that very individualness of the child. 

A popular notion to-day is that everything that happens to 
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a person happened in his first five years and nothing after 
that really counts. I have seen parents heave a sigh of relief 
when their child reached his sixth year, feeling that he had 
not turned out too badly and that the world was now safe for 
democracy. I do not think any psychiatrist would want to be 
understood that way. What happens in the first five years 
is very important to the development of the child, but to 
exaggerate it out of all proportion to an entire life plan is 
to overrate the preschool phase and to underrate all the 
other important phases of development. Those first five years 
cannot have the shoals, eddies, and whirlpools that parental 
fears picture for the young navigator. Moreover, only in the 
rarest instances can a single experience so traumatize the 
child as to make him neurotic. Fritz Reidl said in a lecture 
a short time ago that it takes eight years of hard work to 
make a child really sick. Parents have become so apprehensive 
lest they traumatize their child into a neurosis, especially dur- 
ing the first five years, that if they have managed to save their 
darling from this fate, too often they have managed to de- 
velop fairly severe neuroses for themselves. 

It is important to recognize that the child is an individual, 
but that he can grow as an individual only where he has 
other individuals about him. It behooves his parents, there- 
fore, not to sacrifice their own individuality. It is a valid 
question at times whether avoidance of frustration for mother 
might not help more than following this false rule, ‘‘ Never 
frustrate Junior.’’ A firm ‘‘No’’ in an appropriate situation 
ean often clear the air very beautifully and there are times 
when a brisk application to Junior’s derriére will help every 
one concerned and will not traumatize his psyche. 

Parents are people, too, and they, too, have rights and 
privileges which the growing child acknowledges quite readily. 
Where the child is treated as an individual and his rights and 
privileges are recognized and respected, he is entirely ready 
to recognize and respect the rights and privileges of his 
parents. 








THE RELATIONSHIP BETWEEN PRAC- 
TICING PSYCHIATRIST AND PSY- 
CHIATRIC SOCIAL WORKER * 


JUANITA KIRKHAM 
AND 
GEORGE N. THOMPSON, M.D. 


Birmingham Veterans’ Hospital, Van Nuys, California 


HE importance in all fields of medicine of human psycho- 

biology, or the integrated adaptive behavior of the human 
being, is increasingly recognized. Those of us, however, 
who are committed to the work of aiding patients in resolving 
their conflicts realize that psychotherapy can be materially 
strengthened and made much more effective if the psychia- 
trist, the social worker, and the psychologist—also, where 
available, the occupational therapist and the psychiatric nurse 
—can constitute a medical team and pool their efforts. It 
seems apparent that this is the only way by which the problem 
presented can be attacked on all fronts simultaneously and 
each specialist’s line of endeavor become integrated with the 
other two in behalf of the patient. 

Let us look, therefore, at the rdle that the psychiatric social 
worker plays in this type of relationship. Being a trained 
worker, she is aware that she shares the responsibility for 
the patient’s over-all treatment plan, giving service pri- 
marily in the area of the patient’s environment. She may, 
through discussions with him, assist in the release of his 
emotional tension; or she may try to develop with him and 
with his family treatment and rehabilitation programs based 
on their understanding of the situation. But whatever she 
does, she follows the physician’s lead in his therapeutic plan. 
If he asks the worker to give merely supportive therapy to 
a relative or to assist in manipulating the home situation, 
she, of course, does so in such a way that there is an integra- 
tion of constructive movement between the work with the 

* Read before the section on Nervous and Mental Disease of the California 
State Medical Association Convention, Los Angeles, May 8, 1949. 
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family and the patient’s progress. At the same time, she 
keeps the physician informed of important changes and 
utilizes the knowledge she gains in her conferences with the 
physician in her ensuing case-work with the relatives or with 
the dynamics in the situation. 

There are certain areas that should not be touched upon by 
the psychiatric social worker. These may be called ‘‘points 
of danger’’ in any individual case. There are two reasons for 
this, the first being well known—namely, that the psychiatric 
social worker may not be entirely familiar with the psycho- 
dynamics involved in the situation. The second reason is 
that the psychiatric social worker, as such in the case, may 
interfere with the rapport established between the patient 
and the physician and must, therefore, be cautious in lending 
her efforts to the interpretative situations. It may be added 
that in many cases she can be of vital assistance and value 
to the psychiatrist through her close interpersonal relation- 
ships with members of the family and others of importance 
in the case. Recent articles’ indicate the current tendency 
‘‘to greater refinement of respective functions, with psy- 
chiatrists centering on psychotherapy and release of intra- 
psychic conflicts, the psychiatric social worker focusing on 
their expressions and the patient’s use of personal, family, 
and community resources for better integration and adjust- 
ment.’’ The special functions of social workers at intake in 
outpatient clinics and in a large veterans-service center are 
described in other articles. 

Concomitantly, the social worker shares her knowledge of 
the case with the psychologist, often aiding him in his in- 
terpretation of psychological findings and in his work with 
the patient. She also collaborates in staff conferences, so 
that her information and knowledge make a real contribution 
to diagnostic procedures and treatment. 

Then, too, the psychiatric worker, because she is trained in 
the meaning of symptomatic behavior and productions, is 
adept in obtaining social histories from relatives or key per- 

1 See ‘‘Psychiatry and Social Work in Codperation,’’ by Frederick H. Allen 
(American Journal of Psychiatry, Vol. 104, pp. 554-57, March, 1948) and ‘‘ Psy- 
chiatrie Case Work and Its Relationship to Psychotherapy,’’ by Joseph J. Michaels 


and Eleanor Gay (Journal of Psychiatric Social Work, Vol. 17, pp. 123-29, Spring, 
1948). 
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sons who have been closely associated with the patient. The 
psychiatrist also, in working with the patient, gains much 
information which, when viewed in connection with what has 
been obtained by the psychiatric social worker, helps the 
therapist better to understand the reasons for some of the 
conflicts that beset the patient. This is one reason why it 
seems important to the social worker that the physician indi- 
cate specific areas he wishes explored in the history-taking, 
so that she can be more selective in her inquiries and leads 
and can focus on what the physician deems most important. 

When the psychiatric social worker is working in a hospital 
situation, the opportunity afforded her in securing informa- 
tion from relatives not only is helpful to them in permitting 
them to express their feelings about mental illness and hos- 
pitalization, but also aids her to gauge the part the relatives 
have played in the patient’s illness, as well as their willing- 
ness or ability to take part actively in his recovery. One 
also gets an insight into some of the strengths and weaknesses 
in the total picture which may help to point the way when 
it comes to devising a plan of therapy. Often the fact that 
the patient has to be hospitalized creates a serious problem in 
the family, either financially or otherwise, and this, in turn, 
may be devastating to any treatment plan of the psychiatrist 
for the patient. When it is indicated, the social worker 
utilizes the community resources that are available, in an 
effort to facilitate the social or economic adjustment of the 
patient’s family, and thereby indirectly aids the patient to 
make better use of the treatment of the psychiatrist. 

The following case examples illustrate the points made 
above, particularly with reference to the psychiatrist-social 
worker relationship. 

Recently Mr. J. entered the hospital because of nervous 
symptoms that made it impossible for him to keep a job. His 
neurotic compulsive ideas and behavior centered around re- 
ligious concepts. In order to alleviate his anxiety, so that 
he would remain in the hospital, the psychiatrist consulted 
the social worker as to what could be done financially for the 
wife and seven children, now that it was apparent that the 
patient could not hope to contribute materially for some little 
time. The worker referred the wife to a local agency for im- 
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mediate financial assistance and later was able to enlist the 
help of a state agency in providing a more liberal budget. 
Thereafter the wife, her anxiety abated, was able to see her 
role more clearly as a therapeutic factor in the situation, and 
she voluntarily offered to be guided by the therapist and the 
social worker while treatment of her husband was under way. 

Another case was that of a young single man, twenty years 
old, the sixth in a family of seven children. He had come to 
California from the Eastern seaboard and stayed for a while 
with his mother’s sister, a very rigid woman, a strict religionist 
and quite intolerant of those in her immediate family. She 
was critical of some friends of this young man, a young mar- 
ried couple with a little child. At the dinner table a violent 
quarrel ensued between the patient and his aunt about these 
friends and the patient had a seizure. 

After hospitalization, the social worker, the psychologist, 
and the physician pooled their findings to arrive at a diag- 
nosis of this man. The social worker’s history, taken from 
the boy’s mother when she arrived, revealed that the patient 
had had similar seizures soon after discharge from service. 
The mother also told how he had traveled around the country 
for a time with a young man with whom he had become 
acquainted. Information obtained from the patient by the 
ward physician indicated homosexual experiences. The psy- 
chologist’s findings also gave evidence of homosexuality. 

When the case was presented at staff meeting, it was de- 
cided that this young man was not epileptic, as his mother 
believed, but that he was having the seizures as a result of 
insecurity and conflict over his homosexual tendencies and of 
his inability to find an adequate solution for his conflicts. The 
illness was also believed to be his way of escaping from an 
unpleasant situation after an argument with members of 
his family. 

Before the patient’s mother came to California, he was 
much upset over the thought that she would turn against him 
if she listened to her sister, with whom he had been living. 
He went to the social worker about his anxiety, and a letter 
was sent to the mother, inviting her to come in to see the 
worker as soon as she could upon arrival. The mother did 
come in, having already seen the ward physician, who had 
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given her some information about her son’s diagnosis. While 
getting history information from the mother, the worker used 
the opportunity to talk with her about some of the realistic 
factors in homosexuality, thereby helping her to see that we 
were not talking about a moralistic question, but about a prob- 
lem involving an emotional immaturity to which many people 
are subject. Gradually the mother grew less tense and upset, 
and agreed not to be harsh in her attitude toward her son, 
because she realized that if she was to be a therapeutic factor 
in the case, she should not add to his conflicts by lack of under- 
standing. 

In contrast to the teamwork approach cited above, let us 
note another case taken from the files of a social worker in 
another hospital situation. 

Mrs. Brown was admitted for the first time in 1939, after 
an hysterical episode brought on by mental and physical 
cruelty from her husband. She related how he beat her fre- 
quently and forced her to provide meals for her family of five 
on $14.00 per week, although he allowed her no responsibility 
for the rest of the family management. Apparently the 
woman was somewhat unstable emotionally; nevertheless, she 
was a woman of superior intelligence, whose social, economic, 
and psychological environment was unbearable for one of 
her temperament. However, a letter to her husband, which 
the worker saw, gave evidence of a strong need to return to 
him. She stated plaintively that she was sure they could be 
happy together if only he would change his attitude, and she 
expressed the belief that he could be different. 

The patient received little psychotherapy and was dis- 
charged twice. The first time she returned at once to her 
old environment, no effort apparently being made to help her 
face and work through her problems. The second time she 
was allowed to leave with a vague recommendation that 
‘*social service would look into the situation.’’ This time an 
abortive effort was made to manipulate her environment. A 
job was found in a home where she could work and live with 
the family. It was thought that she would be free from her 
husband and that the birth of more children could be 
prevented. 


While there is no record of what actually took place, there 
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seems to have been no recognition at any time of the strongly 
ambivalent character of Mrs. Brown’s feelings toward her 
husband, feelings that she expressed in her letters, if not to 
the hospital personnel. Her talk abou‘ her husband’s cruelty 
seems to have been taken at face value, with no recognition 
of her strong positive feelings toward him. It is not surpris- 
ing, therefore, that this ‘‘second social plan’”’ failed, and that 
in less than a month she returned to her own home and to 
her family. 

Since there had been no pooled effort by the hospital staff 
to help her face her own subconscious feelings toward her 
husband, it is again not surprising that, when she returned 
home, all the old conflicts between her hatred for his cruel, 
domineering attitude and her strong attractions to him and 
to her five children were reactivated. Again she returned to 
the hospital, complaining of the interference of her in-laws 
with her social and family life. This time the police brought 
her in because she had again become hysterical. 

From the point of view of the community, Mrs. Brown was 
psychopathic, showing an abnormal neglect of her children 
and her home while her husband appeared to outsiders a 
stable individual, holding a steady job and impressing the 
community far more favorably. Yet the point of view of 
the hospital staff was that Mrs. Brown was a woman of 
superior intelligence without psychosis, while her husband 
was pictured as abnormal. Interestingly enough, in the 
opinion of the social worker, both points of view were correct. 

It was also interesting that to the social worker the patient 
presented a more psychotic picture in some respects than 
she did to the medical staff. When seen by the psychiatrist, 
she made no mention of her feelings toward her husband. 
Yet when interviewed by the social worker, with whom she 
felt no need to prove that she was normal, she unbur- 
dened all her hostility to save herself from psychological 
catastrophe. 

It may be added at this point that one of the important 
ways in which the psychiatric social worker can assist the 
psychiatrist is in determining psychotic content that may be 
concealed from the psychiatrist. Not infrequently an experi- 
enced paranoiac realizes that he cannot or must not reveal 
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information to the psychiatrist because of his fear of medical- 
legal repercussions or other matters. In some cases he may 
have a delusional attachment to the psychiatrist, whereas 
he may have a less pathological attitude toward the psychi- 
atric social worker. 

The patient discussed above had evidently suffered greatly 
from the criticism of her husband’s people, but at the time 
of her last hospitalization her ideas of persecution had 
become enormous and distorted and she had lost all per- 
spective, presenting almost a paranoid picture. She was 
unable to accept the help that the social worker was trying 
to give, because she was unable to face the fact that her 
husband was domineering and parsimonious. She was am- 
bivalent toward him and her children, and her idea of moving 
out of the community was unwise to say the least. She 
wished to have nothing more to do with social workers or 
psychiatrists, since in the past they had ‘‘bossed’’ her and 
attempted to force birth control and sterilization upon her. 

There was some evidence that if, in the early days of the 
patient’s first admission, there had been continuous contact 
with her husband, a man of average social intelligence, at 
least some modification of his demands on her might have 
been achieved by the psychiatric social worker. And at the 
same time a teamwork approach of the psychiatrist, the 
psychologist, and the social worker, in a continuous-relation- 
ship therapy with Mrs. B. on the ward, followed by post- 
hospital therapy, might have helped her to gain some insight 
into her conflicts about her husband and children. It might 
also have enabled her either to take decisive action and leave 
Mr. B., in the event that he refused to be understanding, or 
to accept her own feelings and cope with them for the sake 
of her. children, thereby gaining sufficient compensation in 
other ways than the rather immature and inadequate solution 
of placing the guilt on her in-laws. 

Of course, it must be realized that the case load of the 
psychiatrist is so heavy that continuing therapy of the less 
sick individual must give way to the needs of emergency 
patients, or there may be other reasons why the physician 
wishes the social worker to take over therapy. When that 
happens—particularly where the doctor has fostered the 
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transference on the worker—the latter focuses her therapy 
on the dynamics indicated by the psychiatrist and looks to 
him for guidance as the treatment progresses. 

The psychiatric social worker has learned that there are 
some cases in which the amount of progress to be expected is 
limited. As in other fields of medicine, there are in psychiatry 
so-called ‘‘hopeless cases,’? about which very little can be 
done. Perhaps it is in these cases particularly that the 
psychiatric social worker can give assistance in a humani- 
tarian way, even though treatment cannot alter the course of 
the illness. It goes without saying that in such cases, the 
psychiatrist, with the welfare of the patient in mind, has to 
be quite convinced that the social worker is well grounded 
in the psychiatric field and can be depended upon not only 
to use adequate techniques, but to show an increasing sensi- 
tivity to organic medical problems or psychotic or unusual 
neurotic symptoms when they occur in the course of the 
treatment. That is to say, the psychiatric social worker, 
while she should not be expected to be able to diagnose, should 
be able to detect that something is wrong and to help toward 
a solution. 

In like manner, the psychiatrist, in treating a person psy- 
chologically ill, has a thorough knowledge of the social 
dynamics in which social workers are trained. One might 
ask how a social worker or a physician can attempt treatment 
of the mentally ill patient without a working knowledge of 
psychology. What is implied here is that the social worker, 
the psychologist, and the psychiatrist should be sufficiently 
grounded in the dynamics of the other two fields to be alert 
when a feature appears in the case that requires the expert 
help of one of the other members of the clinical team. No 
one’s life span is long enough to enable him to gain sufficient 
proficiency in all three fields to give proper aid to the emo- 
tionally ill and the maladjusted. We, therefore, specialize 
in one of them, and in so doing we obtain enough under- 
standing of the fields of the others to know when and upon 
whom to call for help. 

As one therapist remarked recently: ‘‘There are some 
who believe that if we had a fundamentally different social 
structure, many psychological ills of human beings would 








112 MENTAL HYGIENE 


disappear. We don’t know whether social and economic 
factors are more important, or whether biological factors are 
more important. But here the value of the teamwork concept 
begins.’’ Other workers stress biology as the basis of human 
behavior; we are fundamentally biological beings and, there- 
fore, behavior must be considered from a biological point of 
view. Certainly, it does not detract from the dynamics of 
any situations to recognize that we are fundamentally bio- 
logical beings who are related to other organisms by our 
instincts, emotions, and other behavioral processes. Dr. 
Abraham Myerson expressed very clearly the relationship 
of man to his past biological environment in one of his 
writings just before his death. He wrote: 


‘*To me Man is a thickened node in the visible and invisible web of 
the universe of forces which, ever repetitively and ever new, flows in 
and out of him. ... He is united by the invisible network of Heredity 
to every form of life that ever lived, and his fundamental drives and 
compulsive activities go back to the first piece of life that ever appeared 
on earth.... He is beset by conflict between his biology and his 
sociology at every step. He is the victim and profiteer of his cunning 
hands and his fatal words.... He is abrim with chemical factories; in 
fact, every cell is a better chemist and physicist than all the Nobel prize 
laureates put together. Somehow there is a constant and shifting 
balance of forces within him, which include hormones, ferments, enzymes, 
memories, ideas, emotions, moods, and all of which is an unexplainable 
transit from conception to that catalytic dispersal, perhaps reassemblage, 
called Death.’’ 


It is conceded by many that if the social worker has the 
personality, the training, and the experience, she can function 
as a therapist under the supervision of a psychiatrist, but 
it cannot be stressed too strongly that all three prerequisites 
are of equal importance. The primary interest of the social 
worker is the patient’s relationship to society, but often, in 
working with his maladjustments, it becomes apparent that 
his needs lead into deeper conflicts. Hence, the worker should 
be geared to recognize what is happening and, when neces- 
sary, to seek counsel from the psychiatrist. 

Since personality has been defined as the result of the inter- 
play of the individual with his life situation and as the sum 
total of the individual’s reactions in the environment, and 


1A letter in the Quarterly Review of Psychiatry and Neurology, Vol. 3, July, 
1948. p. 382. 
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since the social worker and the psychiatrist both have the 
ultimate goal of helping the patient to resolve his conflicts 
and to make a better social adjustment, there will be many 
things that the psychiatrist and the social worker will do in 
common, in spite of the fact that they may begin at different 
points. That is to say, the social worker generally starts 
with the patient’s social conflicts, as he sees them, and this 
may lead to treatment of his inner conflicts. On the other 
hand, the psychiatrist may start to deal with the intrapsychic 
symptoms and find himself compelled to work with the pa- 
tient’s social environment. When such a situation occurs, 
the assistance of the other team member should be enlisted, 
so that each can concentrate his efforts in the field for which 
he has been trained. 

In a hospital situation, where shock treatment is prescribed 
for certain cases of schizophrenia and of manic depression, 
the psychiatric social worker is often called upon to play the 
psychological réle of mother, between the patient’s treat- 
ments. Dr. Paul Federn, of the New York Psychoanalytic 
Institute, in an article he wrote in 1945, stated: 

**TIn schizophrenia and shock treatment the mother is not replaced, but 
offered to the patient for the first time because lack of true mother 
care is one of the circumstances which had prepared the prepsychotic 
state and precipitated the psychotic development in many—probably in 
all cases. The writer, who has devoted himself for thirty years to the 
psychoanalysis of schizophrenia, has never found his efforts successful 


except when complemented by a motherly aid, psychiatric social worker, 
nurse, or relative.’’1 


While we cannot agree with such a sweeping generaliza- 
tion, the réle that the social worker can play in such treat- 
ment is apparent. All too frequently the social worker finds 
the schizophrenic patient’s mother to be as psychotic as the 
patient and family treatment must be given. 

Perhaps it would be apropos to redefine personality, since 
that is so needful in our work, as we see and listen to our 
case histories and the material that staff consultations bring 
out. As has been said, it is more dynamic to deal with a 
personality in action than to define personality. It is interest- 

1See ‘‘The Psychiatrie Social Worker’s Concern With Shock Treatment,’’ by 


Paul Federn. Newsletter of the American Association of Psychiatric Social 
Workers, Vol. 15, 1945. - 
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ing to note that Dr. Menninger becomes almost Adolf-Meyer- 
ian when he writes: ‘‘ Personality is the individual as a whole, 
his height and weight, his loves and hates and blood pressure 
and reflexes; his smiles and hopes and bowed legs and en- 
larged tonsils. It means all that any one is and all that he 
is trying to become.’’* 

In passing, it should be emphasized that sometimes our 
own satisfactions are tied up with our need to be possessive 
of the patient in maintaining the sole significant relationship 
with him—+.e., in being in complete command. One might 
add that it takes a very mature person to keep the patient’s 
treatment above our own personal needs and to recognize 
and be satisfied with the fact that the patient improved as a 
result of the combined (not the single) efforts and contribu- 
tions of each specialist in his field. The psychiatric social 
worker, like the psychiatrist, must be completely objective in 
the management of any patient. This is one of the most diff- 
cult goals to attain. The temptation consciously or subcon- 
sciously to interpolate one’s own problems and emotional con- 
flicts into the situation and to obtain personal satisfaction 
through interpretations is great, but it must be strictly 
avoided. To be. completely objective, is impossible. To be 
almost completely objective, is the goal to be desired. 

Another point that should be stressed has to do with early 
discharge and post-discharge planning. Perhaps we can all 
agree that if the social worker is called upon as soon as the 
physician contemplates discharge of the patient, the stay of 
the patient in the hospital might be diminished through an 
earlier tackling of the environmental problems, and more 
adequate post-discharge arrangements can be made. This 
also would mitigate against early return of the patient to 
the hospital. A psychiatrist said recently: 


‘*The hospital is dependent to a large extent on the Social Service 
Department for maintaining continuous relations with the patients during 
their stay and after discharge from the hospital. If the worker cannot 
think beyond her daily duties and problems, she certainly cannot initiate 
a continuity of thinking and planning with the patient.’’ 2 


1 The Human Mind, by William Menninger. New York: Alfred A. Knopf, 1947. 

2See ‘‘A group Discussion of the Interrelationship of Psychiatry and Psy- 
chiatric Social Work,’’ by Edith Beck, Helvi Boothe, and Lewis L. Robbins, 
Bulletin of the Menninger Clinic, Vol. 11, pp. 208-16, November, 1947. 
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One should add that this follow-up procedure is practically 
the only way one has of checking on the validity of the hos- 
pital’s program and of determining the effectiveness of the 
social readjustment of the patient. Also, when the social 
worker acts in unison with the medical team and becomes the 
liaison person between the hospital and the community, the 
very fact that we followed up on our patient stimulates good 
will in the community, since more than anything else it evi- 
dences the hospital’s continued interest in the welfare of 
its patients. 

A case in point is that of Willis Smith, a handsome man in 
his late twenties, who entered the hospital with a diagnosis 
of stomach ulcers. He was referred by the ward psychiatrist 
to the social worker, who took a social history. When it was 
thought that he had received maximum hospital benefits, 
his case was considered at staff conference for discharge 
and for recommendations as to post-discharge therapy. The 
ward physician gave his medical findings from the medical 
chart and his ward observations. The psychologist gave his 
psychological findings from a battery of tests given to the pa- 
tient. And the social worker gave pertinent social data. It was 
thought that this patient showed real anxiety over the fact 
that, prior to hospitalization, he had had difficulty in keeping 
a job and over his unstable marital adjustment, which gave 
rise to his symptomatic stomach ailment. On the other hand, 
he had very little insight into the real causes of the ailment 
and how to handle them. It was felt that he resented his 
father-in-law’s influence in his life. His wife was operating 
a chain dry-goods store in partnership with her father, and 
from time to time his father-in-law had given financial assis- 
tance to a small machine-shop venture the patient had at- 
tempted, but finally closed. The psychometric test revealed 
quite a few indications of homosexuality. 

The opinion arrived at by the pooling of all this informa- 
tion was that the patient had not progressed beyond the oral 
stage of psychosexual development, but that with analysis he 
might be able to develop to the heterosexual stage. Also it 
was felt that if his wife could become more of a good-mother 
figure in her réle as wife, he couid make a better marital 
adjustment. 
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Because the patient was asking for psychiatric help outside 
of the hospital situation, it was felt that, in view of his non- 
acceptance of his dependency and his conflicts in the areas 
above described, the prognosis should be good. Hence, the 
social worker was asked to refer him to a local mental-hygiene 
clinic, where he might secure an analytical type of therapy. 
This was done, and a family agency also was mentioned to 
the patient. There his wife could go and be helped to under- 
stand the dynamics of the situation, including the environ- 
mental factors, which would no doubt be considered by the 
patient’s therapist when he secured treatment at the mental- 
hygiene clinic. 

The psychiatric social worker can point the way to the psy- 
chiatrist in many social situations and show the dangers in- 
herent in a particular line of attack, or even give him valuable 
assistance in determining certain forms of therapy. On the 
other hand, the psychiatrist can assist the social worker in 
the avoidance of certain pitfalls in social-work prognostica- 
tion or in the formulation of etiologic concepts. The follow- 
ing case example reported by one of the present authors * will 
suffice to show this. 

‘A 28-year-old man developed acute catatonic excitement shortly after 
his wife wired him from Reno that she was there arranging for a 
divorce. A social worker’s report attributed the illness to the rupture 
in marital relations. However, a careful history obtained later from 
the wife revealed that she has considered her husband somewhat ‘strange’ 
when she married him ten years before. She disclosed ten years of 
marital unhappiness, made so by her husband’s eccentricities and queer 
behavior. Her recitation made it obvious that he had been mentally ill 
when they married and that his schizophrenic symptoms had caused ten 
years of strife. She had lived in this unhappiness until she could endure 
it no longer and had finally sought a divorce. When he learned of this, 
his chronic schizophrenic symptomatology had undergone an acute exacer- 
bation and he had developed catatonic excitement. This had been 
easily mistaken as the onset of schizophrenia due to marital discord 
and divorce.’’ 


But there are many less serious types of mental illness 
which are with us in all phases of our cultural development 
and these are much more common than the severe chronic 
cases. Often these individuals exert a far greater influence 


1See The Engrammes of Psychiatry, by J. M. Nielsen and George N. Thompson. 
Springfield, Illinois: Charles Thomas, 1947. 
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upon the life of the nation and are far more detrimental to 
us than the incapacitated psychoneurotics, many of whom 
have become as withdrawn as if they were psychotic. On 
the other hand, there are many emotionally disturbed persons, 
unrecognized by others or without insight themselves, who 
are exerting a tremendous influence on society. They are 
often parents, foremen, politicians, ministers, even physicians. 
When any one of these turns to the psychiatrist for help, it , 
becomes incumbent on the medical team to focus attention 
upon his immediate problem in life, because in that way we 
become more conscious of the fact that the patient’s neurosis 
is an unsuccessful attempt to solve a problem by means of 
behavior patterns. But our primary concern is in helping 
the patient to find a solution for his present frustrations by 
correcting these unsuccessful patterns. When he gains insight 
and, within the transference situation, has an opportunity 
to make an effort toward readjustment which he carries over 
in practice in his life situation, he can be said to have benefited 
from psychotherapy. But this process of emotional reéduca- 
tion, where permanently beneficial, is generally the result of 
the combined objective efforts of the psychiatrist, the psychol- 
ogist, and the psychiatric social worker. 
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Tue Mentat HeauTH PROGRAMS OF THE Forty-Eicut States: A RE- 
PORT TO THE GOVERNORS’ CONFERENCE. Chicago: The Council 
of State Governments, 1950. 375 p. 


At its Forty-first Annual Meeting, the Governors’ Conference di- 
rected the Council of State Governments to make a comprehensive and 
factual study of the activity and facilities for the care of the mentally 
ill in the various states. This volume, then, is a report of this compre- 
hensive study to the Governors’ Conference. The council had the 
assistance of an able technical advisory committee. 

The information obtained in the report came largely from the mental- 
health authorities of the states on questionnaires submitted to them 
through the governors. The National Institute of Mental Health fur- 
uished statistics of previous years. 

The scope of this study is indeed comprehensive. About two-fifths 
of the report is in the form of factual tables assembled as an appendix. 
This represents a vast amount of useful data, invaluable for reference 
purposes. The bulk of the report, however, is a well-organized and 
well-written account of the various aspects of the states’ provision for 
the care and treatment of the mentally ill. It begins with an historical 
background, and proceeds to a statement of the scope of the problem. 
These are followed by chapters on legal aspects, organization and ad- 
ministration, finance, plant and equipment, personnel, care and treat- 
ment, and related activities. 

Not only is this a job well done in the organization and presentation 
of a vast amount of material, but it is written in such a way as to make 
the reader feel that interest in the mental patient was the guiding 
spirit of the study. 

The purpose of this report was of course to furnish the various 
governors with authentic information on which to base future planning 
for their respective states. It will be very useful, also, for mental- 
health authorities, appropriate legislative committees, mental-hygiene 
societies, and students of problems of administration and organization 
of health and welfare programs. 

The Council of State Governments is to be congratulated on the 
high quality of the study. 

JaMEs M. CUNNINGHAM. 

Children’s Center of Metropolitan Detroit, 

Detroit, Michigan. 
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PSYCHIATRIC SECTIONS IN GeneraL Hosprrats. By Paul Haun, M.D. 
Garden City, N. Y.: The Country Life Press, 1950. 80 p. 


Dr. Haun has studied his subject—psychiatric sections in general 
hospitals—from two points of vantage. As assistant professor of 
psychiatry in Georgetown University Medical School, he can see very 
clearly what the patients in the general hospitals need. In the offices 
of the Veterans Administration, as Chief of the Hospital Construction 
Unit, Division of Psychiatry and Neurology, he has struggled with the 
problem of how to meet such needs in practical fashion. Out of all 
that study, he has formulated in 68 pages a discussion of those needs. 
He reproduces plans offered for eight hospitals by prominent archi- 
tects, showing eight divergent views on what is suitable structural 
accommodation for our patients. So little has been put into print on 
this topic that a book on it is very welcome, particularly when it is weil 
considered and well phrased, as this is. As collaborators in the study, 
Dr. Haun has had architects of standing. 

Dr. Karl A. Menninger writes an engaging introduction. Hospitals 
are planned around the operating room, he says, but hospitals should 
be equipped to meet ‘‘problems of exhaustion, frustration, despair, 
confusion, and destruction.’’ Where proper facilities are made avail- 
able, they will be immediately utilized and appreciated. Dr. Haun 
makes a logical argument for broader service by the general hospital 
on the plea of improved care of patients, the elimination of stigma, 
improved professional skill, research, and economy of operation. The 
Commission on Hospital Care, in 1947, pointed to the need of early 
diagnosis and treatment for many psychiatric patients in general 
hospitals, whose service should be integrated with that given in the 
large institutions that provide long-time care. At present many gen- 
eral hospitals order mental patients removed even before diagnostic 
studies are completed. 

The basic principles of planning are sometimes overlooked by archi- 
tects who have no experience in our field. Here they are set forth 
clearly. For example, a standard nursing unit may be evolved for 
the surgical service, while on another floor psychiatric facilities are 
jammed into the same space without thought of compromise. Priority 
should be weighed before it is decreed. On the psychiatric floor, 
security is sometimes rated ahead of more weighty matters. It ought 
not to be necessary to argue for frequent consultations between those 
who plan and those who will operate the psychiatric service, but the 
author rightly emphasizes that more of such conferences are essential. 
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The hospitals here discussed were designed for veterans, and provi- 
sion is made for the male sex only. Some facilities in such a service 
may be used for other patients as well as by those in the mental 
wards—for example, work shops and hydrotherapy. 

The author outlines our procedures in the reception and care of the 
patient so that the structural needs may be better understood. The 
influence of cheerful surroundings is stressed; these wards are 
‘*neither prison nor mortuary.’’ The influence of procedure on design 
is summed up in eight points; the analysis of facilities is couched in 
phrases that the architect will enjoy as well as the psychiatrist: 

. Attention should be concentrated on what can be done for the patient. 

.The psychiatric unit is an integral and indispensable part of the 
hospital. 

. Overlapping utilization of admission facilities, hospital personnel, 
clinics, laboratories, occupational therapy, and hydrotherapy is 
considered. 

. Security is unobtrusive. 

. The unit is almost completely self-contained. 

. Layout, size of rooms, fenestration, and decor are important in 
treatment. 

. The energy and temper of the professional staff are to be conserved. 

. Flexibility of utilization is insured. 


The eight plans are rated as excellent, good, awkward to use, or 
unsatisfactory, and detailed comparisons are offered to sustain the 
verdicts. Up to fourteen items have been listed to support one 
approval, and in another case, all of thirteen undesirable aspects are 
specified. A summary of important elements in planning takes several 
pages and is admirably done. The author declares that no excellent 
design for the psychiatric ward among these cight plans has resulted 
in any awkward standard nursing unit. 

Messrs. Butler and Erdman, architects, contribute the hypothetical 
plan of a psychiatric floor with wards for two sexes, appending the 
layouts of five other floors to show how they would fit into the scheme. 
The plan is obviously good. One may regret seeing a corridor with a 
dark end, but such are usual in hotels and general hospitals. Sedative 
and stimulative hydrotherapy should not be quartered together, as is 
done here and in several of the other plans. 

This book has been greatly needed and will be highly useful, for 
almost every year some general hospital adds a psychiatric ward. 


SamMveE. W. Hamiuton. 
South Burlington, Vermont. 
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HANDBOOK FOR VOLUNTEERS IN MENTAL Hosprrats. By Ida J. Davies. 
Minneapolis: University of Minnesota Press, 1950. 40 p. 


VoLUNTEER PARTICIPATION IN PsycHiaTRic HosprraL SERVICES: 
ORGANIZATION MANUAL AND ProcraM. Prepared by the Division 
of State and Local Organization, The National Committee for 
Mental Hygiene. New York: The National Committee for Mental 
Hygiene, 1950. 110 p. 


With increasing utilization of man power for the armed services and 
the consequent expansion of industry, the problem of adequate hos- 
pital personnel is once again becoming acute. The extent to which 
mental hospitals were able to fulfill their function during the last 
war was largely dependent on how adequately volunteer services were 
utilized. The appearance of two publications dealing with this subject 
is evidence both of the usefulness of such programs and of the neces- 
sity for better understanding as to how to deal with the problem. 
Having been on the staff of a hospital without a volunteer program, 
as well as on one that utilized over 5,000 hours of volunteer services 
every month, I feel that the magnitude and importance of volunteer 
participation cannot be overemphasized. 

Both the publications reviewed are stimulating and provocative to 
one who is already familiar with the use of volunteers. I have given 
both volumes to hospital officials who are interested in organizing such 
programs and although both have aroused interest, they have led to 
some confusion. The difficulty seems to be that neither volume has 
defined its purpose, and consequently tries to be ‘‘all things to all 
men.’’ Actually four or five publications are needed, each of which 
would fulfill a different function: 

1. A brochure for the potential volunteer that would present 
informally the need and importance of volunteer workers and in 
general give reassurance to counteract the common prejudice against 
working in mental hospitals. The satisfactions of the work and its 
importance, both to the volunteer and to the organization he or she 
is serving, should be emphasized. 

2. A guidebook for the actual volunteer that would meet the acute 
need for a more or less systematic presentation of information and 
instruction for the nonprofessional personnel employed in mental 
hospitals. In addition to sufficient information about mental disease 
to give the nonprofessional the feeling that he is not working in a 
vacuum, there should be specific discussion of the problems and 
situations that are likely to be encountered most frequently and sug- 
gestions as to methods of handling them. 

3. A manual for the volunteer codrdinator, giving detailed sugges- 
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tions about the screening, organization, and functioning of a volunteer 
program for those whose responsibility it is to supervise such programs. 

4. A similar manual discussing the needs, codrdination, and 
utilization of volunteers from the point of view of the hospital. 

5. A brochure extolling the virtues and benefits of volunteer services 
for the purpose of ‘‘selling’’ hospital administrators on the values of 
such a program. 

Both of the volumes under review attempt to fulfill all five of these 
functions. . Although it might be possible to combine items 3 (a 
manual for the volunteer codrdinator) and 4 (a similar manual from 
the point of view of the hospital), in my opinion one publication 
cannot be expected to meet fully five such different needs. 

The Handbook for Volunteers in Mental Hospitals, by reason of its 
style, format, and orientation, seems well on the way to fulfill the 
second need listed above (a guidebook for the actual volunteer). The 
presentation is neither systematic nor comprehensive enough to be of 
any real use to those charged with the organization and management 
of volunteer programs. In addition, issue might be taken with 
specific points that appear somewhat impractical. Having all volun- 
teers make ‘‘trial visits’’ to the hospital, to see whether or not they 
will like the work, seems a needless and difficult suggestion to follow. 
The suggestion that volunteers serve mainly by personal friendship 
with the patients is likely to lead to complications, if such relationships 
become too intimate. Any good psychiatric aide would object to the 
statement that volunteers are needed for this purpose because ‘‘the 
psychiatric aide employed by the hospital cannot provide such a 
relationship, for he must maintain an objective attitude and keep 
from becoming involved in personal friendships with the patients.’’ 

Volunteer Participation in Psychiatric Hospital Services actually 
fulfills the need itemized under 3 above (a manual for the volunteer 
codrdinator). The inclusion of laudatory commendations from various 
hospital superintendents in an effort to fulfill items 4 (a manual from 
the point of view of the hospitals) and 5 (a brochure extolling the 
virtues and benefits of volunteer services), is probably necessary since 
no other publication as yet exists to meet these needs. 

Both volumes are of value. The National Committee publica- 
tion already competently fulfills the third need listed above (a 
manual for the volunteer codrdinator), and with suitable revision, Miss 
Davies could abstract material for the first need (a brochure for the 
potential volunteer) from her present publication. The increase of 
volunteer programs perhaps will provide the necessary stimulus for 
the publication of additional helpful material. 

NaTuHan S. Kune. 

Worcester State Hospital, Worcester, Massachusetts. 
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Prersonauity, A BrosoctaL APPROACH TO ORIGINS AND StrucTURE. By 
Gardner Murphy. New York: Harper and Brothers, 1947. 
999 p. 


This volume is concerned with the general nature of personality, 
with the problem of how personality grows and becomes structured 
under the conjoint influence of inner organic needs and outer environ- 
mental pressures. It tries to understand man rather than indi- 
vidual men. It presents a theory of personality rather than a 
methodology of testing, diagnosis, and therapy. Its modest aim is 
to clarify ‘‘the little that we know and to show its possible relations 
to the vast and confused domain that we do not understand.”’ 

The little that we know or can guess about runs to one short of 
a thousand pages and involves the organization of an enormous range 
of data, hypotheses, and pure speculation drawn from biology, psy- 
chology, and cultural anthropology. This is a monumental under- 
taking, executed with vast scholarship, consummate literary skill, and 
a profound insight into the interrelatedness of things. 

The exposition is on six levels of complexity. Part I begins 
with the organism, its heredity, biological individuality, inner struc- 
ture, and motivation, all of which are intimately interrelated with, 
not merely reacting to, but also changing, the physical environment. 
In Part II this structured-organism-environment-field acquires a life 
history and experience. By conditioning and learning, it acquires 
also a new set of behavior patterns. Part III piles on the compli- 
cations that come with higher organisms—the roles of imagery, feel- 
ing, imagination, thought, and creativeness in the development and 
structuring of personality. But at this level of complexity the 
organism also perceives, thinks about, and responds to itself. Hence, 
the emergence of the self and the twin problems of conflict and 
integration considered in Part IV and Part V. Finally, in Part VI, 
the complications of the social environment and of cultural patterning 
are discussed. 

In so large an undertaking, it should not be difficult for individual 
reviewers, each according to his light, to pick some flaws. The 
Gestalt point of view, the concept of conjoint inner needs and 
outer pressures, is endlessly reiterated, especially in Part I. Thus, 
five pages—51 to 56—are required merely to formulate the heredity- 
environment problem. One sentence could have sufficed, thus, ‘‘ What 
are the relative contributions of hereditary differences and of environ- 
mental differences in accounting for individual differences in respect 
to each significant human variablet’’ Again, the Gestalt precon- 
ceptions occasionally lead to misinterpretations of the facts, as in 
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the argument (p. 77) that the ‘‘cultural environment may alter the 
rate of sexual maturation.’’ 

This is a most important contribution. It is also delightful read- 
ing. Nearly every page is studded with quotable passages. It is 
a book that cannot be skimmed or summarized. It should be read 
in small doses, savored, enjoyed, digested, and pondered. 

Frank K. SHUTTLEWORTH. 

The City College of New York. 


Dynamic PsycHotocy. By Percival M. Symonds. New York: Apple- 
ton-Century-Crofts, 1949. 413 p. 


This volume is an abridged version of the author’s book, The 
Dynamics of Human Adjustment, published in 1946. The book has 
been condensed from 666 to 413 pages and is intended as an introduc- 
tory text in dynamic psychology for the use of undergraduate students. 
Four of the earlier twenty-four chapters have been omitted: the. intro- 
ductory chapter on adjustment, and the chapters on displacement, on 
reaction formation, and on fantasy and ‘‘miscellaneous mechanisms.”’ 
A new chapter, The Ego and the Self, has been added, in line with 
modern developments and the interests of psychologists in the study 
of larger wholvs and in order to stress the importance of reasoning 
for the integration of the personality. The single chapters are also 
somewhat abbreviated. The pathological implications that were spe- 
cifically pointed out in most chapters of the earlier book and the 
reference to dynamics at the various levels of early development (oral, 
anal, and so forth) have been omitted. Questions for discussion and 
a list of recommended readings are added at the end of each chapter. 

The author points out that the book is not an orthodox treatment 
of the subject of psychology, but one that stresses motivation and the 
understanding of one’s self and others. This is why it offers the 
beginning student a better introduction to vital psychological prob- 
lems than do earlier conventional textbooks. 

Auice F. ANGYAL. 

Boston, Massachusetts 


APPLIED PsYCHOANALYsIs. By Felix Deutsch, M.D. New York: 
Grune and Stratton, 1949. 244 p. 


Applied psychoanalysis is aptly named, for it is basically a specific 
type of therapeutic approach, based on the therapist’s grounding 
in psychoanalysis. This basic equipment of the therapist enables 
him to select the salient dynamic misadventures and, through ego 
synthesis, to build up the recuperative process. The success of the 
therapy is due to the fact that the ego is reasonably sturdy and 
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the inimical forces are not too deeply imbedded. Of course, where 
this therapy is applicable, it is time-saving and in many cases a 
valuable contribution to the treatment. Contributory to the pro- 
cedure is the knowledge gained through other aspects of psycho- 
therapy, as well as the so-called ‘‘brief therapy’’ approach, which 
had its genesis in the psychoanalytic system. 

Under the heading, Psychiatry and Social Work, Dr. Deutsch dis- 
cusses the contributions of psychiatry and social-welfare activities 
as interrelated in the social-work areas. Under separate headings, 
the significance of the job as a symbol of mental health is discussed, 
and family disruption is reviewed and exemplified by the different 
types of neurosis that have developed because of the separation and 
reunion of parents in war time. While these are more or less inter- 
related, they actually represent different areas within which adjust- 
ment pressures leave their tensions. 

One can evaluate these protean aspects of maladjustment most 
effectively if one is grounded in the concepts of the psychoanalytic 
system, for preponderantly the patterns of the current reality situa- 
tions are determined by the early emotional adventures of the indi- 
vidual. The point that Dr. Deutsch emphasizes in relation to this 
type of therapy is that the approach is more and more one of a 
team rather than of an individual, and thst the functions of the 


psychiatrist, the psychoanalyst, the social worker, and the personnel 
officer all overlap and are constantly interwoven. 


Epwarp Liss. 
New York City. 


Tue Neurosis oF Man—AN INTRODUCTION TO a ScIENCE oF HUMAN 
Benavior. By Trigant Burrow, M.D. New York: Harcourt, 
Brace and Company, 1949. 428 p. 


This book presents a report of the researches into basic human 
motivations carried on by Dr. Burrow and his associates over the 
last thirty years. As the author states in his foreword, in the course 
of the social analysis initiated through the joint studies of himself 
and his co-worker, Mr. Clarence Shields, his ‘‘accustomed interest in 
individual behavior began gradually to fall away.’’ Instead, his 
investigation ‘‘centered on a disorder existing within the bio-social 
processes of man throughout.’’ That is, he began to challenge the 
validity and the soundness of man’s ‘‘normal’’ habituations and to 
look for a more basic criterion of behavior. He began to realize that 
we are all involved in a ‘‘social neurosis’’ which leads to neurotic 
personality disorders, on the one hand, and to the symptoms expressed 
in social injustice, class hatred, and war, on the other. Uncom- 
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promisingly, he took the position that something is wrong within 
the constellation of the normal reaction-average, that there is a 
defect within the habitual self which is in need of consistent investi- 
gation. This disordered self, which Dr. Burrow calls the ‘‘I’’-persona, 
is the pathological factor in human behavior with which we have to 
come to grips if we are to arrive at a correct appraisal and treat- 
ment of man’s conflict, both clinical and social. 

The first half of the book is largely devoted to a description of the 
individual and social manifestations of the common dissociation Dr. 
Burrow uncovered in his group-analytic, or phyloanalytic, experi- 
mentation. In the second half, emphasis is placed upon the phy- 
lobiological or physiological patterns underlying human behavior, and 
upon the internal technique of investigation and restoration. An 
appendix presents the results of instrumental recordings of physio- 
logical phenomena found to accompany the basic patterns of atten- 
tion upon which the author’s work is concentrated. <A glossary will 
assist the reader to understand the many new terms employed by 
Dr. Burrow. A 28-page index should also be of definite help to the 
serious student of this thesis. 

In its sequence of chapters, the book carries the reader gradually 
along and includes him in the analysis of the personality dissociation 
that the author has studied within himself, within his own group, and 
within the community at large. Dr. Burrow points out that society 
lives under the spell of a ‘‘monstrous social mood’’ of secret hostility 
and self-interest—a mood that finds its reflection in each individual. 
Man’s existing interrelations are superficial and competitive, not 
fundamental and organismic. There is a disorder in our feeling-life, 
in the very tissues of phylic man, which we have to attack, not 
theoretically and in retrospect, but as it is enacted in the immediate 
moment. 

From the basis of phylobiology, the deep-seated lesion responsible 
for behavioral disorganization is due to a dislocation that took place 
in man’s organism coincidentally with the development of the 
symbolic capacity or with the evolution of language and self-aware- 
ness. An internal interference or mischanneling of nervous energy 
occurred: organismic feeling-processes became attached to accidental 
and vacillating image-formations, thus creating the matrix for the 
arbitrary behavior of the systematized ‘‘I’’-persona and its social 
reflections. 

This internal deviation resulted in a universal ‘‘affect-paranoia,’’ in 
an I-versus-you dichotomy that led to insoluble conflicts, neurotic and 
normal. Having interrupted his organism’s basic integrity, man 
sought a compensatory security in the defense of his autocratic self- 
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image which had become embedded in an equally autocratic social 
system. 

The partitive distinction aimed at on this basis, the race for 
personal advantage and prestige, the subjection to the social images 
of parentalism and dependence, the mood of oppositeness and mutual 
exploitation, the alternations of possessive love and hate—these are 
a few of the many discordant features that phyloanalysis brought to 
observation and challenge in the immediacy of actual group behavior. 
As Dr. Burrow points out, we are confronted here with a problem 
of tremendous implications. We have to reaiize that normality 
embodies a phylie discord which we have not suspected or at least not 
admitted, though it dominates and distorts our personal relations, 
our politics and economics, our educational and psychiatric systems. 

At his present level of development, man resents a challenge to 
his social habits of adaptation. He prefers to remain undisturbed 
within his self-encapsulated system, and so his disorder and his 
remedies are of one piece. But instead of indulgence in projective 
preoccupations with the misbehavior of other people or in symbolic 
concern with secondary symptom-formations, what is needed is a 
technique that permits an appreciation of the more fundamental 
disorder within the social ‘‘I’’-persona of us all. We have to realize 
that antisocial behavior, sexual disorders, neurotic defense mechanisms 
are but elements in a wider constellation. We need a direct approach 
to the heart of the trouble. We need an empathic procedure that 
makes immediate contact with our own deviate feelings and sensations 
—with the internal tensiona! patterns that underlie disordered be- 
havior and its mentai symptoms. 

Over the years Dr. Burrow has developed and pursued a procedure 
that was consistently oriented in regard to this new frame of reference. 
The conflict between behavioral goals lost its significance and was 
replaced by the recognition of a conflict within internally perceivable 
neurophysiological configurations. On this basis two forms of atten- 
tion were distinguished : ‘‘ditention,’’ the symbol-ridden, self-centered, 
and biologically deviate attitude of neurotic and ‘‘normal’’ behavior; 
and ‘‘cotention,’’ the organismically balanced and biologically healthy 
mode of adaptation. The object now was to sense internally the 
conflict between the physiological basis of the ditentive and the 
cotentive pattern of function. It was found that the internal obser- 
vation of discriminable tensional reactions afforded a clearer evalua- 
tion of man’s behavioral inadequacy. With the progressive develop- 
ment of this physiological technique, the affect-images of the ‘‘I’’- 
persona began to lose their force. Correspondingly, a sense of phyliec 
coérdination and solidarity began to assert itself. An internal read- 
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justment occurred which was reflected in a modification in behavior— 
in the dissolution of the self-centered motive and the reinstatement 
of a more direct and inclusive form of adaptation. 

The biological sciences amply confirm the dominant réle of organ- 
ismic codrdination in the structure and function of living organisms. 
In his psychoanalytic work, Dr. Burrow early postulated the ‘‘prin- 
ciple of primary identification’’ or a ‘‘preconscious’’ phase of integra- 
tion and continuity in man’s interrelational life. The phylobiological 
method now permitted a direct experimental approach to the organ- 
ism’s processes of integration. It made it possible to by-pass habitual 
affect and self-reference, and to reintegrate man’s symbolic capacity 
within his basic pattern of motivation. It was found that changes in 
various physiological functions, especially in respiration, brain-wave 
patterns, and eye movements, accompanied the shift toward a more 
fundamental integration. These findings further support the con- 
clusion that we are dealing here with deep-seated factors in the organ- 
ism’s adjustment. 

It is natural that in its first development mental hygiene should 
have concentrated its efforts upon improving and extending the es- 
tablished routine of treating and caring for the mentally sick patient. 
However, in view of our present social crises and world-wide conflict, 
it would seem imperative that, in accordance with the procedure 
adopted in other fields of medicine, psychiatry turn its attention to the 
investigation and eradication of basic disease-producing factors. It 
is at this point that phylobiology, as reported in The Neurosis of Man, 
offers a significant contribution. As Dr. Burrow says, ‘‘man’s neu- 
rosis is pandemic . . . no mental or theoretical approach can make 
contact with it.’’ If we are to heal man’s interpersonal conflict, ‘‘it is 
essential that each of us bring the observation back to himself,’’ that 
we apply ourselves to ‘‘the discovery of the physiological cause of 
man’s phyloneurosis.’’ 

Hans Syz. 

The Lifwynn Foundation, Westport, Connecticut. 


RELIGION AND THE CURE OF SOULS IN JUNG@’s PsycHoLogy. By Hans 
Schaer. Bollingen Series XXI. New York: Pantheon Books, 
1950. 221 p. 


Where Freud and some of his followers either rejected religion 
utterly or accused it of misleading, his erstwhile disciple, Jung, is 
much more interested in knowing and interpreting the experiences 
of the religious. A psychology that ignores so important an expres- 
sion of evidently basic needs, he thinks, is sadly deficient. So does 
Gordon W. Allport, who says, in The Individual and His Religion, 
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that in no other field of psychic activity do adults retain their child- 
hood attitudes more persistently. Whatever one may think of the 
content or the origin of these attitudes, surely the phenomenon itself 
merits careful study. 

Jung has said often that he was seldom visited by patients who 
had a living experience of religion; that there is no such thing as 
real irreligion; and that if consciousness produces no religion, or 
atheism, the unconscious will concern itself with it all the more. 
Of course, he admits that, being connected with the psyche, religion 
may take on pathologic forms. As a psychologist, he is not primarily 
concerned with the nature of the reality impinging on man in the 
process. His interest is in religion’s psychic and functional back- 
ground. (Differences in the content ascribed to the religious experi- 
ence Jung traces back to differences in human types. Introverts 
like Tertullian, Augustine, Zwingli, for example, quarrel with the 
reports made by the extroverts, Origen, Pelagius, Luther.) 

For all these reasons, this book by a German theologian must not 
be dismissed by persons of other religions or philosophies than his. 
Convinced that teachers of religion need far better grounding in 
psychology than most of them now possess, he recommends Jung 
as the man with most to offer. He says this in spite of a liberal 
attitude of Jung’s to which dogmatists will object. Though Jung 
calls himself a Protestant of the extreme left, his concern with indi- 
vidual types moves him to recommend that only the religion best 
fitting the needs of a given individual should be enlisted in seeking the 
cure of that person’s soul. 

What, then, to Jung and this admirer, is a ‘‘religious’’ mind? It is 
one that interprets certain experiences to mean that a person ‘‘comes 
to himself’’ through being aware of a union with powers somehow 
transcending consciousness. Though Jung knows what dogmatic and 
untenable interpretations are laid down, at its best the religious ex- 
perience is a sense of loyal belief in powers that the individual 
draws from some supra-human source. Secondly, the experience has 
its own absoluteness. In Jung’s words, ‘‘At whatever point a man 
becomes absolute, there you will find his religion.’’ In the third 
place, religious experience is marked by wholeness—.e., it is con- 
nected with the entire personality. Man, as a psychophysical being, 
is part of a psychic reality containing ‘‘wide tracts of unknown 
territory and many important secrets still to be discovered.’’ To 
keep clear the distinction between the experience as a fact (‘‘the 
psychic is real or actual because it acts’’) and the interpretation of it, 
Jung asked that German word ‘‘Seele’’ be translated as ‘‘psyche’’ 
where the term is purely psychologic, and as ‘‘soul’’ where the context 
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carries with it moral, metaphysical, and theological implications. Be- 
cause Leo Schaer himself accepts these implications, he translates 
Seele throughout as soul. 

Personality is thus given a range unknown to earlier psychologies. 
The individual consciousness is an island emerging from the ocean of 
the Unconscious. Much of the personality is not codrdinated with 
the conscious ego, but passes over into psychic territory no longer 
accessible to the individual. Freud made this Unconscious the place 
where the self deposits all the psychic contents which for one reason 
or another it is unable to handle, especially in the love life. Instead 
of so regarding the Unconscious as repressed material, Jung gives it 
a much wider sweep, including other kinds of subliminal perceptions 
and memories, particularly of early childhood, or the fantasy-thinking 
of children and primitives, or latently developing changes such as 
manifest themselves in religious conversion. 

Where Freud interprets dreams to indicate repression or wish- 
fulfillment, Jung, agreeing that this is true of certain dreams, holds 
that others express a psychic activity that is spontaneous and beyond 
the reach of conscious volition. Anong other things, he is convinced 
that a supra-personal or collective Unconscious exists, the precipitate 
of the experience not only of the single individual, but of all man- 
kind: 

‘*Just as in the body-structure there are certain correspondences 
among men of all races and all ages, and just as the body contains 
vestiges of earlier stages of development, so there are certain corre- 
spondences in the soul between all men, including a precipitate of bygone 
evolutionary stages. In the collective unconscious, therefore, we en- 
counter the primordial images or archetypes’’ (p. 41). 

‘*The man who understands how to speak in archetypes can rouse 
the unconscious—and this is often more valuable than a purely intel- 
lectual attitude. Poets speak powerfully.in archetypes, and a good 
part of the effect of a work of art lies in this. The figure of Faust is 
a typical ‘primordial image’’’ (p. 42). 


This explains to Jung why in mythology similar themes and motifs 
are met with all over the world. Instead of being imperfect explana- 
tions of natural phenomena or historical events, they report what 
happens in the soul, the aspirations, struggles, horrors inevitably 
bound up with human existence, ‘‘experiences which probably do not 
fall short in intensity of those of the insane.’’ In using these self- 
portraits of its movements, the libido uses symbols like the sun, the 
snake, the dragon, fire, horse, tree, cross. 

The logic by which Jung and Schaer are led to believe in the 
reality of the supra-personal order will, of course, be questioned by 
persons who, as Jung concedes, are of other types than his own. 
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Aristotle would hardly have accepted the conclusions that Aquinas 
drew from the Aristotelian writings. So psychologists who can accept 
some of Jung’s findings are not obliged to go along with his belief in 
the supra-personal reality which the religious call the power of God. 
And there was a stage in his career when Jung’s belief in the col- 
lective Unconscious made it a bit harder for him to appraise Nazism 
as correctly as other psychologists did. Notwithstanding all this, 
students of the psyche do well to try to view religious experiences as 
testimonies to something more and perhaps other than aberrations 
or childhood fixations. Many intelligent persons, quite aware of the 
influences which played upon them as children, nevertheless remain 
religious. Here is a field of study calling for objective investigations 
at least as important as those made in other fields. 
Henry NEUMANN. 
Brooklyn Ethical Culture Society. 


THE Question or Lay ANnatysis. By Sigmund Freud. Translated by 
Nancy Proctor-Gregg. New York: W. W. Norton and Company, 
1950. 125 p. 


It may be significant of the complexity of psychoanalysis that from 
time to time during Freud’s career he wrote resumés of the whole 
field, usually in language addressed to the layman. Under his fluid 
exposition the intricacies of psychoanalytic theory seem to fall away 
and a clear picture of the basic principles of depth psychology arises. 
Freud’s Introductory Lectures, his New Introductory Lectures, his 
posthumous Outline of Psychoanalysis, and the present volume repre- 
sent statements of this kind. Although the latter is devoted to the 
problems of lay analysis, it includes a sweeping picture of the neurosis, 
of the importance of childhood sexuality, of the mechanism of re- 
pression and defense—in short, it gives an admirable view of psy- 
choanalysis. 

This slim book is written in the familiar Socratic manner, as a dis- 
cussion between Freud and an intelligent layman. It moves with the 
sure, but gentle, sweep of a master as the argument winds through the 
paths of analytic theory to the conclusion that lay analysis should be 
encouraged or certainly not blocked. One sees Freud’s fear that 
the eventual fate of psychoanalysis will be to be ‘‘swallowed up by 
medicine.’’ He feels strongly that the depth psychology should not 
‘find its last resting place in textbooks on psychiatry—in the chapter 
headed ‘Therapy,’ next to procedures such as hypnotic suggestion, 
autosuggestion, and persuasion, which were created out of our igno- 
rance, and owe their short-lived effectiveness to the laziness and 
cowardice of the mass of mankind.’’ 
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The gap between medical and psychological education, in which 
knowledge of the unconscious and its manifestations is a vital part, 
is one of the author’s chief reasons for encouraging analysis among 
talented laymen. Another reason for caution against allowing psy- 
choanalysis to drift into the body of medical therapy, is that knowl- 
edge of the unconscious is so essential to every other area of human 
achievement—such as art, sociology, and so on—that the development 
of psychoanalysis should not be stultified within narrow medical 
limits. 

It might appear a little ungrateful for the reviewer to indicate 
that Freud’s fear that analysis will be engulfed by medicine has not 
been entirely borne out by the facts of history. Is not psychoanalysis 
undergoing the not undesirable fate of all branches of biological sci- 
ence as they are included in the main body of medicine? Were not 
mechanical and surgical techniques (such as Chamberlain’s forceps, 
the microscope, or the laws of heredity) first developed as the ex- 
elusive property of a small group of men and then later assimilated 
into the.main body of medical science? Even hypnosis was kept 
external to medical practice for many years. Time has brought a 
greater appreciation by medicine of the psychological truths unearthed 
by Freud and, as a matter of fact, psychoanalysis is a respected part 
of psychiatry to-day at least in America. 

It would be idle to praise this volume; it is a lucid statement of 
the science of psychoanalysis by its founder. There is no layman, 
analyst, psychiatrist, or worker in mental hygiene who would not 
profit by a view of the broad horizons it illuminates. 


WALTER BRoMBERG. 
Reno, Nevada. 


CONDITIONED REFLEx THERAPY. By Andrew Salter. New York: Crea- 
tive Age Press, 1949. 359 p. 


This book can be given a fair review only by allowing it to review 
itself. The following quotations present something of the slant and 
the content of the text: 


Chapter 1, page 1: ‘‘It is high time psychoanalysis, like the elephant 
in the fable, dragged itself off to some distant jungle graveyard and 
died. . . . Its methods are vague, its treatments long drawn out, and 
more often than not, its results are insipid and unimpressive.’’ 


Chapter 2, page 12: ‘‘To establish firmly that hypnosis is related 
to conditioning has the profoundest implications for a science of psy- 
chopathology. It means that we can approach human behavior in terms 
of fundamental components, instead of metaphysical labels. With this 
in mind let us proceed to a consideration of some of the reaction patterns 
involved in hypnosis.’’ 
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Chapter 3, page 21: After all this overwhelming laboratory evidence 
that hypnosis is an aspect of conditioning, we can see how far-fetched 
and impertinent is the Freudian belief that in hypnotism the hypnotist 
plays the réle of the subject’s parent of the opposite sex.’’ 


Chapter 4, pages 34, 35, 38: ‘‘In this book we shall consider excitation 
and the expression of the emotions to be parallel, and we shall study 
human nervous activity in terms of inhibition and excitation. ... The 
basis of life is excitation. The creatures that survive are those that 
... kill... . The polite and inhibited ones ... are soon dead... . 
Nothing is ever wrong with an individual’s ‘should’ department. It is 
the ‘able to’ department that causes the difficulty. ... We live up to our 
conditionings, not to our ideals. ... Yet modern man finds himself 
enmeshed in a web of constricting social forms. . . . From here springs 
conflict between artificial and natural, which overlooks the fact that man 
is a talking primate. ... Living in society necessitates inhibitions, but 
modern training goes too far when it teaches children to be polite at 
all times. ... A well adjusted person is like a housebroken dog. He has 
the basic inhibitions to permit him to live in society, but none extra to 
interfere with his happiness.’’ 

Chapter 6, page 47: ‘‘Most people are excessively inhibitory. .. . 
Fundamentally the inhibitory person suffers from constipation of the 
emotions. .. . Good physical cond*tion requires that internal generatings 
be passed regularly from the body. ... Similar generatings in feelings 
need to be vented continually, otherwise . . . toxicity and ulceration will 
result.’’ 


Chapter 10, page 96: ‘‘ Attaining mental health is a matter of recon- 
ditioning the faulty, inhibitory patterns of earlier life in the direction of 
excitation. .. . This can be done by a conscious process.’’ 

Chapter 11, page 97: ‘‘the first discipline (for this is what it is) I 
have called feeling-talk, . . . It means the deliberate utterance of 
spontaneously felt emotions.’’ 


Chapter 11, page 103: ‘‘Therapy consists in getting the individual to 
reéducate himself back to the healthy spontaneity of which his life 
experiences have deprived him. . . . Inhibitory history stops repeating 
itself, and excitation regains its birthright. . . . Society is the sworn 
enemy of mental health.’’ 


Chapter 23, page 316: ‘‘Our goal is to disinhibit the inhibitory and 
this we attain by what we may term verbal chemistry. Words spoken by 
the therapist travel along appropriate nerve tracts in the persons under 
treatment and produce modifications in his nervous system. ... These 
changes are associated with behavior changes, which in turn precipitate 
more biochemical modifications and more behavior changes.’’ 


It is too bad that the author has used so much feeling-talk (his 
own term) in this book. Some ideas that might be valuable will 
be given no consideration because of the manner of their presenta- 
tion. Most salesmen have learned that there is little to be gained by 
belittling a larger, older, and stronger rival. 

G. H. Preston. 


Ft. Myers, Florida. 
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Listen, LirtnE Man! By Wilhelm Reich. Translated by Theodore 
P. Wolfe.. New York: Orgone Institute Press, 1948. 126 p. 


This astonishing book, by Wilhelm Reich, translated by Theodore 
P. Wolfe, is described as ‘‘a human and not a scientific document. 
It was written in the summer of 1945 and for the Archives of the 
Orgone Institute without the intention of publishing it. It was the 
result of the inner storms and conflicts of a natural scientist and 
physician who watched, over decades, first naively, then with amaze- 
ment, and finally with horror, what the Little Man in the street does 
to himself; how he suffers and rebels, wherever he gains power as a 
‘representative of the people,’ he misuses this power and makes it 
into something more cruel than the power which previously he had 
to suffer at the hands of individual sadists of the upper classes.”’ 

The author justifies the publication of the book as an effort to 
provide an answer to ‘‘gossip and defamation . . . .[which] has tried 
again and again to kill orgone research.’’ This ‘‘talk’’ is not put 
forward as a pattern for one’s existence, but only as a description 
of ‘‘storms in the emotional life of a productive, happy individual.’’ 
This productive, happy individual, by inference, is the author. 

In order to do a proper job of discussing this book, the reviewer 
should be thoroughly acquainted with Wilhelm Reich, his expe- 
riences in Germany, and his experiences in this country. It might 
be useful also to such a reviewer to be au courant with the ‘‘gossip 
and defamation’’ which the author pointedly refers to in the intro- 
duction and time and again, with tidbits of information in more 
detail, in the body of the text. At this point, it should be said that 
this reviewer does not satisfy either of these criteria, and his remarks 
will have to be confined to comments on the attitude aroused in 
him by the contents of this book alone. Since this is purported to 
be some sort of apologia pro sua vita, the reviewer’s approach to this 
job may not be wholly untenable. 

It may be stated that the text is a curious admixture of claims 
for scientific achievement—which, by inference, are contested by 
others—heated invective against certain unnamed people opposing 
the author and his lifework, and impassioned defense of his own 
character and achievements. If one knew nothing whatever about 
his accomplishments, one could not fail to be amazed at one statement 
which to the reviewer’s mind throws a sufficient illumination on 
the whole tenor of the book. It occurs on page 59: ‘‘Nobody can 
examine me who does not know more than I.’’ This phrase gives 
ample corroboration to the admission in the introduction that this 
is a human, not a scientific document. Unfortunately, the author 
fails to give any hint as to who these people may be who would be 
qualified to examine him and, by inference, to evaluate the merits 
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of his accomplishments. I feel reasonably sure that he would have 
no great difficulty in disposing of the reviewer as one of those people. 
Yet it has been my opportunity to examine as a psychiatrist many 
people who held tenaciously to this same tenet. There have been— 
and will be again, I suppose—not a few instances in which the 
ultimate merit of debatable material has had to rest on the verdict 
of history, much as the author of this book indicates will be the fate 
of his. 

The author might well have contented himself with writing a 
scientific document, signing off in the spirit of humility befitting 
the scientist, which is quite willing to leave to history the matter 
of the verification of the truth, or at least the merits of his accom- 
plishments, without the addition of the emotionally charged dictum 
presented above. In short, as a scientist, I cannot fail to have my 
suspicions of the ultimate merits of any scientific datum that rests 
on the claim to immunity from trial by one’s peers. This seems 
to me a sound scientific position and one in keeping with our concept 
of the consensus as the current judge of the validity of the datum 
at issue. 

It is perfectly true that history has seen such a metaod of evalua- 
tion give rise to tragic or laughable errors, but history has also 
seen those errors rectified through subsequent research or education 
or both. This is one of the things with which scientists will have 
to bear always. And I, for one, am sufficiently sold on the value 
of scientific democracy to believe that this is a surer way of arriving 
at the goals intended than is the insistence that a position be unchal- 
lengeable except by one’s betters, with the person whose achievements 
are being ‘‘examined’’ exercising the sole determination as to who are 
his betters. 

Dr. Reich is on highly dangerous ground when he propounds such 
a view, and while this book may be a human document, it is not a 
helpful document for general consumption, whatever may be its 
significance for the members of the Orgone Institute. One can only 
hope that its publication has added measurably to his happiness. 

The book is illustrated by William Steig, whose New Yorker cartoons 
are not only more enjoyable, but more apt. 

WENDELL Muncie. 

Johns Hopkins Hospital, 

Baltimore, Maryland. 


Marriage CounsELING Practice. By John F. Cuber. New York: 
Appleton-Century-Crofts, 1948. 175 p. 


Marriage counseling is not new. From time immemorial, the about- 
to-be-married, the newly married, and the unhappily married have 
sought help or have been given free, unsought advice. Sometimes 
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this help and advice have been administered by lay persons, some- 
times by members of professions. Some of it has been good, some 
of it has been otherwise. Much of it has been ‘‘off the cuff.’’ 

What is new is that marriage counseling is emerging as a distinct 
area of professional service with certain basic assumptions, certain 
standards, certain objectives, with many persons engaging in it full 
time and a large number of persons engaging in it as part of their 
total professional endeavor. Up to date, the evolutionary process 
has been somewhat hit or miss. Personnel from various professions 
have gravitated toward marriage counseling, trying out various tech- 
niques, operating on various hypotheses, depending upon background 
and experience. The time is ripe for a critical appraisal of what 
has happened and is happening, an examination of assumptions, a 
weighing of strengths and weaknesses, a pointing of possible direc- 
tions for further development. A beach head has been established. 
It is now time to ‘‘consolidate our position.’’ 

It is this that Dr. Cuber does. ‘‘This book,’’ he says, ‘‘is in part 
an attempt to explain the fundamentals—and to admit the limita- 
tions—of modern scientific marriage counseling practice. . . . The 
purpose of this work is, therefore, twofold: (1) to assemble and 
interpret the available materials and points of view found in the 
professional literature, integrating these with the author’s own clini- 
eal experience; and (2) to write the resultant product in a non- 
technical way so that the general reader, as well as the counselor 
and his client, may be informed. Thus, it becomes a combination 
text and treatise useful for the expert, but written in language pre- 
sumably intelligible to the educated layman. Unlike some books 
on psychotherapy, this one makes no claim to the discovery of 
any one new and all-embracing philosophy or technique. The author 
proceeds on the assumption that at the present stage of our knowl- 
edge of human behavior, a healthy eclecticism is to be preferred to 
any one school of thought.’’ 

The book does precisely what its author intended it to do and 
does it extremely well. It is not a ‘‘how-to-do-it’’ manual. But any 
one engaged in marriage counseling in any form might well put 
this book on his ‘‘must’’ reading list. He will get many suggestions 
on what to do and how to do it—plus what not to do and how not 
to do it; an appreciation and critical evaluation of the field; a subtle 
motivation critically to reéxamine his own counseling; if appropriate, 
a feeling of security growing out of a ‘‘consciousness of kind.”’ 

In this reviewer’s judgment, this is one of the very best books of 
its type available. 

HENRY BOWMAN. 

Stephens College, Columbia, Missouri. 
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MALE AND Fema.e. By Margaret Mead. New York: William Morrow 
and Company, 1949. 477 p. 


Although women constitute approximately half the population of 
the United States, their position in many respects resembles that of a 
minority group in that they are underprivileged as compared to men. 
Margaret Mead does not like this, and her book, Male and Female, is 
basically a plea for reform. She is concerned about both sexes, about 
their relations in a changing world, but in the end her concern is 
mainly with her own sex and the limitations placed upon it by our 
culture. Her view is that a culture is deficient if it does not utilize the 
potentialities of both sexes—.e., the traits that they have in common 
and the special gifts of each sex. Woman’s special talents she thinks 
are related to perceptions of human relations, and woman’s strength 
may, therefore, lie in being encouraged to develop the human sciences, 
whereas man’s unique gifts may lie in more impersonal directions, as in 
mathematics and natural science. 

Margaret Mead approaches the study of the contemporary American 
scene with a background of fourteen years of field work in seven South 
Sea cultures, field work that has won for her widespread recognition. 
A central thesis of her studies is that, however the ways of the body 
may differ for men and women, sex behavior is learned behavior, the 
learning is patterned by the culture, and hence the pattern varies. 
Tchambuli men are artistic and ‘‘effeminate,’’ Tchambuli women, 
domineering and aggressive ; both men and women in Mundugumor are 
intensely aggressive ; while Arapesh men and women are alike in their 
passivity and meekness. The culture thus patterns the behavior of the 
sexes. But it does not follow that the patterns are equally desirable. 
The Samoans have made an adjustment to sex that brings happiness, 
while the Manus have not. If happiness is the criterion, then the 
Samoans have a better culture than the Manus, so far as relations 
between the sexes are concerned. Margaret Mead is much concerned 
about such valuations of cultures. 

The descriptions of the South Seas cultures, abstracted from earlier, 
well-known writings, have about them an air of reliability that is not 
matched by the account of sex patterns in the United States to-day. 
Thus, it is stated (p. 264) that ‘‘there are no social reasons why one 
sex should be preferred above the other’’ and (p. 266) that ‘‘ people 
who have only boys or only girls are pitied.’’ The reason for favoring 
sons, says Mead—namely, that they will carry on the father’s work— 
is slight. This is true, but there are other reasons for preferring sons, 
such as that in our society they alone preserve the family name, in 
which there may be pride. This is only a single illustration of the 
lack of reliability of the generalizations made about our society. To 
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describe a small, homogeneous, primitive society in which individuals 
greatly resemble one another is a far easier undertaking than to 
generalize about a highly differentiated, complex, and rapidly changing 
society. 

While the account of sex patterning in the United States is suggestive 
rather than definitive, some highly interesting observations are made 
which may be of special concern to readers of MentaL Hyaiene. Thus 
Mead develops what may perhaps be termed the anthropology and 
psychology of the breast. In simple societies, she points out, the infant 
in feeding has direct contact with his mother’s body, whereas with 
us a bottle is often interposed between the infant and his mother. 
Although he cries, he may not be held, lest he be ‘‘spoiled.’’ Clothing 
intervenes between the child’s body and his contact with other persons. 
The mouth comes to be regarded as an organ with which you take 
in something, not a ‘‘way of being with some one.’’ The sense of 
bodily relatedness to others, so valuable in heterosexual experience, is 
not developed. This is a highly provocative point, but one wonders 
whether a study, if feasible, of matched groups of breast-fed and 
bottle-fed babies would reveal significant differences in personality 
development as related to sex. In the absence of evidence, the idea 
remains but a challenging hypothesis. 

Few will quarrel with Mead’s plea that our culture utilize the full 
potentialities of both sexes. The difficulty lies rather in implementing 
this desideratum. If women, let us assume, have special potentialities 
both as mothers and as social scientists, what shall we do when these 
potentialities conflict? Men, says Mead, are encouraged to have 
families and also to succeed in the arena outside the home, and 
women are not so encouraged to be creative outside the home. But 
parenthood is not as engrossing an experience for men as for women, 
at least from the biological standpoint. Still, within this limitation, 
the trend in recent times has been to encourage the fullest possible 
cultivation of the mental and emotional resources of women, and 
the future would seem to be on the side of Margaret Mead. 


M. F. Nimxorr. 
Florida State University, Tallahassee. 
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ANNUAL CONFERENCE OF THE NATIONAL ASSOCIATION 
FoR MENTAL HEALTH 


The first conference organized by The National Association for 
Mental Health since it came into being last fall through a merger 
of The National Committee for Mental Hygiene, the National Founda- 
tion for Mental Health, and the Psychiatric Foundation, was held at 
the Hotel Statler, New York City, November 16 and 17. Continuing 
the custom adopted some years ago by The National Committee for 
Mental Hygiene, the conference consisted of four sessions of papers 
and discussions and a luncheon followed by addresses. 

‘How Can We Reach the People?’’ was the subject of the opening 
session on November 16. Mrs. Percy C. Madeira, Jr., Vice Chairman 
of The National Association for Mental Health, presided at the 
session, at which three methods of reaching the public were presented— 
‘through the film,’’ ‘‘through the stage,’’ and ‘‘through activating 
the parent.’’ The first two methods were graphically illustrated with 
an actual film—-The Stairs, a film on aging produced for the state of 
South Carolina by the Mental Health Film Board—and a dramatic 
sketch for parents about the emotional climate of the home—Fresh 
Variable Winds, by Nora Stirling, a production of the American 
Theatre Wing Community Plays. ‘‘ Activating the Parent’’ was dis- 
cussed by Mr. Lee J. Marino, State President of the New Jersey Parents 
Group for Retarded Children and Vice President of the National 
Association of Parents and Friends of Mentally Retarded Children.’ 

The second meeting of the day was on ‘‘ Public Mental Health Serv- 
ices for the People.’’ Dr. Harry S. Mustard, Executive Director of 
the State Charities Aid Association, presided, and three papers were 
given—Mental Health Aspects of Helping People, by Dr. Arthur P. 
Noyes, Superintendent of the Norristown (Pennsylvania) State Hos- 
pital; Vocational Services as an Adjunct to Psychotherapy, by Miss 
Mary Bozeman, a member of the staff of The National Association for 
Mental Health; and Constructive Programs for the Mental Health of 
the Elderly, by Dr. Frederic D. Zeman, Chief of Medical Service at 
the Home for Aged and Infirm Hebrews, New York City. 

The morning session of the second day had for its theme: ‘‘ All 
Who Deal with the Problems of People Deal with the Mental Health 
of the People.’’ Mr. Morris Wolf, a member of the Board of Diree- 
tors of The National Association for Mental Health, served as chairman. 


1 For Mr. Marino’s paper, see pages 14-18 of this issue of MENTAL HYGIENE. 
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Dr. William H. Dunn, associate professor of clinical psychiatry at 
Cornell University Medical College, spoke on ‘‘The Mental-Health 
Opportunity of the General Hospital’’; and the Reverend James 
VanderVeldt, of the Catholic University of America, Washington, 
D. C., on ‘‘Mental Health and Religion.’’ Dr. Abraham W. Franz- 
blau, a member of the Technical Committee for Fact Finding, of the 
Fifth White House Conference on Children and Youth, outlined the 
general plan of the conference and the work that had been done in 
preparation for it. 

At the annual luncheon, at which Mr. Arthur Bunker, Chairman of 
the Board of Directors of The National Association for Mental Health, 
presided, Mr. Oren Root, President of the Association, outlined the 
general plans of the organization for the coming year’; Dr. George 
S. Stevenson, Medical Director of the Association, spoke on ‘‘The 
Mental-Health Program in Perspective *; Mr. Frank Bane, Director 
of the Council of State Governments, gave a brief report on the 
study of state mental hospitals made by the council for the Governors’ 
Conference of 1950*; and Dr. C.-E. A. Winslow, professor emeritus 
of the Yale University School of Medicine, who was one of the little 
group associated with Clifford Beers in the founding of the pioneer 
Connecticut Society for Mental Hygiene, recalled the early days of 
the movement and of The National Committee for Mental Hygiene. 

The final session of the conference was on the theme: ‘‘ New Forces 
in the Improvement of State Services.’” Dr. Edward J. Humphreys, 
Deputy Commissioner of the New Jersey Department of Institutions 
and Agencies, presided. Mrs. Gertrude L. Nilsson, Executive Direc- 
tor of the Mental Hygiene Society of Maryland, spoke on ‘‘The 
Citizen Volunteers in the Cause of Mental Health’’; and Dr. Thomas 
A. C. Rennie, professor of psychiatry at the Cornell University 
Medical College, on ‘‘The Veterans Administration Leads the Way.’’ 

Some seven hundred people attended the various sessions of the 
conference. All the papers and addresses presented at these sessions, 
with the exception of one or two that are not available in manuscript 
form, will appear during 1951 in Mentat HYGIENE. 


DEFENSE DEPARTMENT REQUESTS RECOMMENDATIONS 
oN APPLICATIONS OF RESEARCH 


The Working Group on Human Behavior Under Conditions of 
Military Service within the Personnel Policy Board and the Research 
and Development Board, Department of Defense, Washington, has 


1 See pages 1-4 of this issue of MENTAL HYGIENE. 
2See pages 5-9 of this issue of MENTAL HYGIENE. 
3 See pages 10-13 of this issue of MENTAL HYGIENE. 
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completed a career-wise master plan based on an analysis of the areas 
to be covered by the project. The group was established by the 
Secretary of Defense to undertake a joint and collaborative study 
in translating the store of research knowledge in pertinent scientific 
fields into recommendations for application by the military services. 

Professional research workers in psychology, psychiatry, sociology, 
personnel administration, and other interested individuals are 
invited by the group to examine the master plan and to submit con- 
tributions based on their knowledge and experience. Contributions 
should include a summary of significant research, with recommenda- 
tions for application to improve the effectiveness of the armed forces. 
The analysis systematically explores problems and requirements of 
the military services with reference both to the career-wise time scale 
of service personnel and to the general areas of human resources 
knowledge. The information in the chart is indicative of the range of 
human-resources research interests in the military services. 

Representatives of the military services and of the Personnel Policy 
Board compose the membership of the working group as follows: 
Captain P. E. McDowell, Navy, Chairman; Lt. Colonel Jack Buel, Air 
Force; Lt. Colonel G. L. Barelay, Army; and Dr. Sidney Adams, 
Personnel Policy Board. 

Because of the range of information required by the study, the 
group has invited the codperation and assistance of a large number of 
consultants and contributors in the field of human resources. Al- 
though the participation of outstanding authorities has been secured 
to make comprehensive analyses of research information and resulting 
recommendations for use by the services, it is believed that many indi- 
viduals who have not been approached directly can be of invaluable 
aid in this work. The collective store of knowledge, technical skill, 
and military experience among the many persons in industry, edu- 
cation, and scientific research who are familiar with personnel prob- 
lems is sufficient to increase materially the usefulness of military 
personnel. Much information in industrial practice, for example, is 
believed applicable to military practices and procedures. Many indi- 
viduals can supply reliable knowledge gained from their war-time 
experience that will aid the Department of Defense in formulating 
recommendations to correct malpractices and ineffective procedures 
of World War IT. 

An exhaustive treatise on each area or problem is not desired, but 
rather an overview of the subject, citing the most significant research 
and indicating, by specific recommendations, the practices and pro- 
cedures required for the effective application of such knowledge. 
Contributions on one topic, problem, or technique are welcome, as well 
as more comprehensive coverage. Since the recommendations are to 
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be used by the Secretary of Defense and the secretaries of the three 
military departments in formulating policies and practices for use by 
the services, the contributors should include a nontechnical summary 
written for use by military personnel, many of whom are not familiar 
with human-resources terminology. Author credit will be given 
in the final report, unless the contributor does not desire it. 
The following outline is suggested for use in preparing material : 

. Statement of topic, subtopic, or problem. 

. Brief summary or abstract of paper (nontechnical for top-level military 

staff). 

. Review of applicable research data or principles. (Include references 

to most significant research, where possible.) 


. Appraisal and summary of research data and principles. (Designed 
for use of technical personnel in implementing recommendations and 
planning additional necessary research.) 


.Service policies and practices to which data and principles given in 
item 4 are applicable. (Indicate existing deficiencies. Cite particular 
policies, directives, and so on, where feasible.) 

. Recommended action. (Cross-reference research citation to recommen- 
tions, where possible, with briefyexplanation.) 

a. Service policy and practice. (May be omitted by consultants not 
familiar with current service policy.) 
b. Additional research. 
. Contributors (including in-service sources of information). 


Arrangements have been made with the principal consultants to the 
working group to complete preparation of basic summaries by approxi- 
mately January 1, 1951. Voluntary contributors who wish to submit 
material for consideration should do so without delay. Contributions 
received by February 1 will receive full consideration for use in the 
initial report of the working group. Those received after February 1 
cannot be assured of consideration except for use in possible supple- 
mentary reports. 

A Manual for Voluntary Contributors to the Working Group on 
Human Behavior is available for contributors. Requests for the 
manaal or for additional information, as well as contributions, may be 
addressed to the Working Group on Human Behavior Under Con- 
ditions of Military Service, Research and Development Board, Depart- 
ment of Defense, Washington 25, D. C. 


Dramatic SKETCHES FOR MENTAL-HEALTH EDUCATION 
A unique and strikingly effective approach in mental-health edu- 
cation has been developed over the past year as a result of the joint 
efforts of professional workers in the mental-hygiene field and repre- 
sentatives of the theater. Several short dramatic sketches for amateur 
production were published by The National Committee for Mental 
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Hygiene, in collaboration with the New York Committee on Mental 
Health, several other mental-hygiene groups, and the American 
Theatre Wing Community Plays. These sketches are designed to be 
used as a basis for discussion and as a means of teaching mental-health 
concepts ‘‘through identification and emotional experience.’’ 

Ins and Outs, a play for and about teen-agers, by Nora Stirling, 
aims to give young people greater understanding of their own feelings 
and the feelings of others. It dramatizes the relationship of ‘‘Ins’’—- 
those who belong to a group—with an ‘‘Out’’ who tries to belong, but 
is excluded. The sketch has ‘‘thinking out loud’’ scenes that reveal 
feelings, shared by all adolescents, that are ordinarily hidden. The 
play is easily produced by the teen-agers themselves. During the dis- 
cussion period that follows, the boys and girls talk about the characters 
in the play and their own feelings in similar situations. A ‘‘ discussion 
guide,’’ by Lawrence K. Frank, gives insight into adolescent behavior, 
and suggests techniques for leading discussion and areas that can be 
explored. The scripts have already been used widely in junior and 
senior high schools, colleges, churches, community centers, and other 
youth-serving agencies. 

Temperate Zone, a series of three half-hour plays for parents, by 
Nora Stirling, provides good lively entertainment and at-the same time 
stimulates active parent participation and group discussion, where 
experiences are shared and feelings put into words. The three plays 
show how discipline depends upon the emotional climate of the home. 
Scattered Showers is about the pre-school child. Fresh Variable Winds 
deals with a father and his ten-year-old son. High Pressure Area is 
about two adolescent girls and their parents. The discussion guide by 
Lawrence K. Frank has excellent discussion leads, a section on parental 
perplexities related to each age group, and notes on discussion method. 

Parent-teacher associations, schools, colleges, women’s clubs, health 
education, and family-service agencies have responded with great 
interest to this material. A number of national organizations are 
recommending the use of the plays in their local programs. These 
sketches are suitable as a joint project for community groups. 

Descriptive brochures giving full information may be obtained 
from The National Association for Mental Health, 1790 Broadway, 
New York 19, N. Y. 

In New York State, please order directly from the New York Com- 
mittee on Mental Health, 105 East 22nd Street, New York, N. Y. 


Stare University or New YorkK EstTABLisHEs A TRAINING 
CENTER IN PSYCHOANALYTIC MEDICINE 
Training in psychoanalytic medicine is now being carried out at the 
Long Island College of Medicine of the State University of New York. 
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Dr. Howard W. Potter, professor of psychiatry and executive officer 
of the department of psychiatry, has set up within the department a 
division of psychoanalytic medicine. Dr. Sandor Lorand has been 
appointed chairman of the executive committee of this division. This 
committee is responsible to the department of psychiatry for recom- 
mendations as to choice of students, arrangement of courses and 
teaching, and choice of the psychoanalytic faculty. Recognition as a 
training center has been granted by the Board of Professional Stand- 
ards of the American Psychoanalytic Association. 

Candidates for training are appointed from among graduates of 
the psychiatric residency program, from psychiatric residents in 
advanced standing, and from members of the staff of the college and 
its affiliated hospitals. 

A clinic for analytically oriented psychotherapy is currently in 
operation at the Kings County Hospital. Psychoanalytic therapy will 
shortly be provided through the same clinic. Students in training 
staff the clinic and daily supervision is provided by members of the 
psychoanalytic faculty. 


CONTINUATION COURSE IN CLINICAL NEUROLOGY 


Distinguished physicians who will participate as faculty members 


in a continuation course in clinical neurology to be presented by the 
University of Minnesota at the Center for Continuation Study from 
January 29 to February 10, 1951, are as follows: Dr. Pearce Bailey, 
Georgetown University School of Medicine, Washington, D. C.; Dr. 
H. W. Magoun, University of California Medical School; Dr. Henry 
Schwartz, Washington University Schoo! of Medicine, St. Louis; and 
Dr. S. Bernard Wortis, New York University Medical Center. Dr. 
Magoun will also deliver the annual J. B. Johnston lecture on the 
subject, ‘‘Wakefulness and Sleep.’’ 


TWENTY-FIFTH ANNIVERSARY CELEBRATION OF THE 
CouNcIL FoR CLINICAL TRAINING 


The Council for Clinical Training observed its Twenty-fifth Anni- 
versary Celebration at the University of Chicago, on October 10, 1950, 
in honor of its founder, Dr. Anton T. Boisen. The council is a non- 
sectarian organization for the training of ministers in the how and 
why of human behavior. Dr. Boisen, through some emotionally 
charged experiences of his own, came to realize that, as a minister, 
he needed to know, not only theology, philosophy, and the ‘‘‘humani- 
ties,’’ but also something of the underlying dynamics of human be- 
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havior, as it is met in everyday life. From that time forth, he 
devoted his life to the training of young ministers in mental hospitals. 
A mental hospital is full of people whose behavior, while not differing 
from that of the ordinary person in kind, differs so noticeably in 
degree that one cannot fail to understand the reasons that lie back 
of the actions, words, and thoughts of all human beings. Since its 
organization, the Council for Clinical Training has grown from one 
training center and four students to twenty-three training centers, 
with something over sixteen hundred ‘‘graduates’’ scattered through- 
out the country and actively engaged in the ministry at this time. 
From mental institutions only, the council has spread out and now 
includes training centers in many of the federal and state prisons, 
as well as in a number of general hospitals. 

Thus, a young minister in this modern age who desires training in 
the understanding of all the types of human behavior that he is apt 
to meet in the course of a day’s work—alcoholics, delinquents, neurotics, 
psychotics, and the physically ill—ean get this training through the 
Council for Clinical Training, of which the Reverend Frederick C. 
Kuether is now director. The headquarters are in New York City, 
but the council training centers are spread all the way from El Reno, 
Oklahoma, to the East Coast. Students are accepted only on a grad- 
uate level, and only students or graduates of recognized theological 
seminaries are accepted. Many of the supervisors are on the staffs of 
nearby seminaries, and some of the hospita!s ask for clinical-training 
supervisors to assist in the teaching of their doctors, nurses, and 
psychiatric aides. 

The Twenty-fifth Anniversary Celebration was attended by semi- 
nary presidents and professors, psychiatrists, psychoanalysts, and 
many of the alumni of the council, as well as the entire present staff 
of council supervisors. Dr. Boisen was honored with a gift, and 
tribute was paid to the excellent work he did in establishing and 
carrying on the council during its formative and most trying years. 


ANNUAL MEETING OF THE PENNSYLVANIA PsYcHIATRIC Socrery 


The Twelfth Annual Dinner Meeting of the Pennsylvania Psy- 
chiatric Society took place at the Barclay, in Philadelphia, October 
19, 1950. John A. P. Millet, M.D., spoke on ‘‘ Psychiatry and Inter- 
national Relations.’’ 

The following officers were elected to serve for the year 1950-1951: 
President, Arthur P. Noyes, M.D., Norristown; President-elect, Robert 
H. Israel, M.D., Warren; and Secretary-Treasurer, Philip Q. Roche, 
M.D., Philadelphia. 
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California 


In the December, 1950, issue of The Survey, we note the following: 


‘*Red tape that has kept two floors of the San Francisco Hospital 
unused for fourteen years was finally cut in the recent elections, thus 
opening the way for persons with mild forms of mental illness to receive 
treatment without commitment to a state hospital. Through overwhelm- 
ing acceptance of a ballot proposition ordering the county hospital to 
operate the facilities as a psychiatric division, the voters cleared away 
legal entanglements which have been obstructing use of this ward since it 
was first built and equipped at a cost of $200,000. This long overdue 
action can be laid largely to the combined efforts of the Parents Teachers 
Association, the League of Women Voters, the Mental Health Society, 
and a number of other organizations horrified at the paradox of waste in 
the face of urgent need. The only major organization to register oppo- 
sition to the proposition before the vote was the San Francisco Chamber 
of Commerce. The Junior Chamber of Commerce joined the list of 
sponsors. : 

‘«Main hiteh in previous attempts to put the facilities to use was in 
the failure to achieve a place in the city budget for staff and operations. 
Under the voters’ mandate, the city will have to find in its own coffers 
the $156,274 per year, about one and a half cents in the tax rate, to 
operate the unit, or make some arrangements with the state.’’ 


The Board of Directors of the Southern California Society for Men- 
tal Hygiene announces the appointment of Chauncey A. Alexander as 
the new executive director of the society. Mr. Alexander, a psychiatric 
social worker, began direction of the society’s program on September 
1, assuming the post left vacant by the resignation of Mrs. Helene 
Lipscomb on May 15, 1950. 

Mrs. Douglas G. Shearer, president of the society, indicated that 
the new director and the board had started evaluation of the society’s 
program, in order to provide maximum service to the membership 
and to the Southern California community. 

‘‘Mr. Alexander’s practical experience in the psychiatric field, com- 
bined with an exceptional background of community organization and 
public-relations experience in social welfare, offers the society valuable 
leadership for its pioneer mental-health program,’’ she stated. 

Mr. Alexander had previously been associated with the West Coast 
CARE program as public-relations and community-organization spe- 
cialist. For two and one-half years he was research and public- 
information director of the Los Angeles Veterans Service Centers. 
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He is professionally active as a national-board member of the Ameri- 
ean Association of Social Workers, representing the Pacific Coast, and 
has just completed a two-year term as chairman of the Los Angeles 
Chapter of the A.A.S.W. 

Following the 1950 theme of the County Fair Hall of Health, the 
mental-hygiene-society exhibit stressed ‘‘prevention’’ in dealing with 
the problems of teen-agers. The ‘‘Adolescence’’ theme was high- 
lighted by a display of the society’s pamphlets and the distribution of 
a questions-and-answers sheet. The latter was prepared with the 
assistance of Dr. Herbert I. Kupper, Los Angeles psychiatrist. 

A long-range plan to guarantee effective operation of the society is 
in preparation by the program-evaluation committee. In conjunction 
with the new executive director, the committee is studying the adminis- 
trative, educational, and community-organization problems of the 
society and presented a preliminary plan to the board in October. 


Florida 


A state mental-health society was formed in Florida in November. 
It held its first meeting in Orlando, and elected officers, Dr. Paul W. 
Penningroth, being named president; Dean Max Wise, active board 
member of the Northeast Mental Health Society, vice president; Mr. 
Benjamin Brodie, secretary; and Mr. C. L. Van Orsdel, a board mem- 
ber of the Mental Health Society of Southeastern Florida, treasurer. 
The society plans to focus this year on a program relating to needed 
legislation, in addition to setting up a firm foundation for a continu- 
ously active mental-health program. 


The Mental Health Society of Southeastern Florida reports that the 
three plays in the Temperate Zone series were presented in November 
and December. Presidents of women’s clubs and of Parent-Teacher 
Associations, and home-and-family life and study-group chairmen, 
were sent special invitations, and the response was excellent. 

Preface to Life and Life With Baby have been shown to the pedia- 
tricians on the staff of the county’s largest hospital, and more meet- 
ings, with emphasis on emotional development, are planned. The 
nurses in training at the same hospital have seen all of the mental- 
health films and heard some of the recordings. 

Effective-living classes—a new educational mental-health project for 
seniors in high school—have been provided with a series of films and 
speakers. At the University of Miami, psychology, sociology, and 
educational classes are using the society’s films. 

Organizations have been urged to send Christmas packages to the 
state hospitals. A new 100-bed psychiatric ward and out-patient 
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clinie for Jackson Memorial Hospital is in the final stage of contract 
drawings. According to the United States Public Health Service, it 
will be one of the best physical plants in the country. 

Miss Parks, executive director of the society, acted as consultant in 
the preparation, by the Florida Children’s Commission, of the material 
for the Mid-Century White House Conference. 


Illinois 

The Illinois Society for Mental Hygiene has held the second of a 
series of joint meetings with its affiliates to examine their function, 
program, and goals. Plans included the appointment of representa- 
tives from local societies to work with the Illinois Society in preparing 
permanent exhibits and in arranging for a joint annual meeting. 

The ‘‘Mental Health Aspects of Civilian Defense’’ was the subject 
of discussion at one of the sessions of the Illinois Welfare Association 
Conference. The panel was arranged by the society in codperation 
with the Office of Civilian Defense. 

Two members of the society’s board of directors have been appointed 
by Chief Justice 8. Scheffler as members of the Advisory Committee to 
the Social Service and Psychiatric Departments of the Municipal 
Court. The committee assists in formulating policies and acts in an 
advisory role to the chief justice on standards and qualifications of 
personnel serving both departments. 

Dr.. Rudolph G. Novick, medical director of the society, as repre- 
sentative, and Maryan H. Brugger, as alternate, have been appointed 
to the Advisory Council on Mental Hygiene, now being established by 
Harold C. Hunt, General Superintendent of Schools, Chicago Board 
of Education. Miss Brugger also serves as representative to the joint 
committee on health services for the school child in advisory 
capacity to the division of health services of the board of education. 

The society reports that units of from 10 to 30 young people, spon- 
sored by religious and community groups, assisted state institutions 
for a ten-week period, supplementing ward coverage during the vaca- 
tions of regular employees. In addition to the duties usually carried 
out by the staff, the units conducted outdoor sports and other activi- 
ties not ordinarily included in hospital therapeutic programs because 
of shortage of personnel. The far-reaching effects of the program are 
reflected in the increasing interest of these students in professional 
practice as psychiatrists, social workers, nurses, and members of allied 
professions. Information regarding these units, which are active in 
numerous states, may be obtained from the American Friends Service 
Committee, 20 South 12th Street, Philadelphia, Pa. 
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Indiana 


The Indiana Mental Hygiene Society and its affiliate, the Marion 
County Mental Hygiene Society, sponsored a series of mental-health 
forums in October and November. Subjects covered were: ‘‘Quacks 
and Quandaries (Who Can Help or Harm in Personal Guidance?) ’’; 
‘*What Are We Living For? (The Importance of a Clear Set of Ideals 
and Values in Attaining Mental Health)’’; ‘‘Why Are We Afraid? 
(The What, Why and How of Insecurity) ’’; ‘“The Lonely Ones (What 
to do About the Mentally Ill, In and Out of Institutions) ’’; and ‘The 
Problems Parenthood Brings.’’ Each session was planned around a 
panel of discussants with a moderator. All participants were care- 
fully chosen for their knowledge of the field. 


Maryland 


In Spotlight, the newsletter of the Mental Hygiene Society of Mary- 
land, we note that support of a 100 per cent increase in the Maryland 
appropriation for mental-health clinics has been unanimously approved 
by the society’s executive committee. The increase raises to $50,000 
the state’s contribution to the mental-hygiene division of the depart- 
meni of health. 

Mrs. William Joachim, chairman of the society’s legislative com- 
mittee, requested the action after conferences with health-department 
officials, including Dr. Robert H. Riley, director, and Dr. Paul V. 
Lemkau, chief of the mental-hygiene division. 

Research into the training of group discussion leaders has been 
launched by a subcommittee of the society. In answer to the question, 
‘How do we train professionals to lead group discussions in mental 
hygiene?’’ subcommittee No. 3 of the society’s public-education com- 
mittee has agreed to offer itself as a group for its own research. 
Members of the subcommittee include an educator; professors of psy- 
chiatry at the University of Maryland School of Medicine and the 
Johns Hopkins School of Medicine; the assistant superintendent of 
adult education, Baltimore department of education; the assistant 
director of the Baltimore department of public welfare; the chairman 
of the society’s public-education committee, who is also chief of the 
division of mental hygiene of the Baltimore health department; the 
supervisor of nurses at Spring Grove State Hospital; and the society’s 
executive secretary and public-education director. 

This subcommittee has been formed in recognition of two facts: 
(1) that group discussion has proven itself to be a highly effective 
method of education; and (2) that while many psychiatrists, phy- 
sicians, social workers, and other professional leaders have a basic 
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body of knowledge to communicate, they lack skills and technique for 
effective communication. 

At the weekly meetings of the subcommittee, the réle of discussion 
leader is rotated, so that the group has the opportunity to see what 
factors are basic to good group leadership. Should the subcommittee 
arrive at a formulation of basic elements in the training of profes- 
sional group leaders, the society would then be in a position to offer 
such training to all who are interested in spreading basic concepts of 
mental hygiene throughout the community. 

It is also hoped that out of this investigation will come some informa- 
tion that will be useful to education generally, whether the discussion 
is concerned with mental hygiene, medicine, law, social work, or other 
allied fields. 

Local leaders in many fields of teaching will watch the activities of 
this subcommittee with interest. 

Representatives of 44 Eastern Shore organizations attended a meet- 
ing of the community council, sponsored by the society, in Easton in 
October to plan volunteer service and supplies for the 500 patients 
of the Eastern Shore State Hospital. Mrs. William R. Glazier, chair- 
man of the society’s volunteer-service committee on the Eastern Shore, 
presided. Mrs. Dorothea Wisman, director of service to the mental 
hospitals, made a plea for trained volunteers to work directly with 
the patients. It was unanimously agreed that meetings should be 
arranged in all the counties represented, to plan for Christmas presents 
and treats for the patients. 

This council serves the Eastern Shore State Hospital. As has been 
reported here in previous issues, the society sponsors a similar council 
to serve the four institutions around Baltimore. This latter council 
has various subcommittees. The subcommittee on supplies and the 
subcommittee on entertainment and canteen met in December. Mrs. 
Helen Tingley, public-relations director of the state department of 
mental hygiene, led a discussion on group projects in the mental hos- 
pitals at this meeting, which was open also to representatives of all 
organizations now serving the mental patients with parties and treats. 
Three organizations represented on the council’s subcommittee on indi- 
vidually trained volunteers at their first meeting agreed to start a 
recruitment campaign for the four institutions on the Western Shore. 
The three are the Mental Hygiene Society of Maryland, the Golden 
Rule Guild, and the Baltimore Section of the National Council of 
Jewish Women. Their plans called for distribution of applications 
immediately; interviews by the society’s director of service to the 
mental hospitals, during the week beginning December 11; and a train- 
ing course starting after the first of the new year. The training course 
is to be arranged by the society’s special committee for this purpose, 
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and is to consist of two two-hour morning sessions twice a week for 
three weeks at a central place in the city. 

Mrs. Gertrude L. Nilsson, the society’s executive director, addressed 
the Annual Conference of The National Association for Mental Health 
on the subject, ‘‘The Citizen Volunteers in the Cause of Mental 
Health.’’ Her paper, which describes in detail the society’s volunteer 
program for mental hospitals, will appear in a later issue of MENTAL 
HYGIENE. 

The society reports that a paper, A Good Volunteer Makes a Differ- 
ence, was submitted by Dr. Isadore Tuerk, Acting Superintendent of 
Spring Grove State Hospital, to the Mental Hospital Service of the 
American Psychiatric Association as a tribute to the work of Mrs. 
Isabel Schumann, Spring Grove’s coérdinator of volunteer service. 
This article appears in the recent A.P.A. publication, On the Positive 
Side. It points out very clearly how much volunteer service can mean 
to a psychiatric hospital if there is good planning, codrdination, and 
supervision. 

Dr. Leon Ferber, Director of Psychiatric Education at Spring Grove 
State Hospital, has given a course, ‘‘Introduction to Psychiatry for 
Volunteers,’’ for individually trained volunteers and members of 
party groups who are now serving in any of the state mental institu- 
tions. This course ran from November 14 through December 19, every 
Tuesday morning from 9-11. 

This society made a careful evaluation of its Clergymen’s Institute 
and concluded that the structure—such as auspices, genuinely joint 
planning, reading lists, pamphlet sale, circulation of library books, 
and the way the calendar was set up—was very good. It was gener- 
ally felt that a great deal of thought should be given to the most help- 
ful kind of content and to the provision of continuity of content. This 
could be accomplished in part by having discussion leaders meet in 
advance of the institute to plan for the transition from one session to 
the next. It was also felt that all such institutes should be open to 
clergymen of all faiths. 


Massachusetts 


Under the sponsorship of the Massachusetts Society for Mental 
Hygiene, a mental-health institute for superintendents, principals, 
guidance directors, supervisors of education, professional-school 
faculty, educational consultants, and teachers, was held at Harvard 
University on Friday, October 13. A committee of people in the edu- 
cational field worked through the summer with members of the society 
staff, discussing plans, objectives, and procedures for the institute, and 
set up the program along group-dynamic lines. An inventory of inter- 
est on the part of the planning committee resulted in the following 
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major discussion areas for groups discussions: ‘‘The Implications of 
Compulsory Attendance’’; ‘‘Why Children Fail’’; ‘‘Social Control in 
the Classroom (Discipline)’’; ‘‘The Relationship of the P.T.A. to 
the School Program’’; ‘‘Special Problems of the Atypical Child (The 
Bright, The Dull)’’; ‘‘Dynamic Relationships Among Children’’; 
‘“‘The Nature of Authority’’; ‘‘The Personality of the ‘Superior’ 
Teacher’’; ‘‘Place of the Psychiatric Social Worker in the School’’; 
and ‘‘Teacher-Principal Relationships as They Affect the Child.’’ 

Participants were mailed applications listing these subjects, to be 
checked in order of preference. It was planned to assign each partici- 
pant to the special problem area of his choice, as far as possible. More 
than two hundred educators attended, representing the teaching and 
the administrative levels in both public and private schools and every 
section of the state; in a large number of cases many people came from 
the same school system. These people largely constituted a cross- 
section of key educators from the nursery-school level through college. 

The institute was an experiment in a new method of bringing 
together teachers and psychiatrists. After an opening talk by Dr. 
Roma Gans, professor of education at Teachers College, Columbia Uni- 
versity, in order to bring psychiatric clarification to the problems that 
educators face, discussion groups were formed around the ten areas 
listed above. The staff of the institute consisted of a psychiatrist, an 
observer, and a recorder for each group of from fifteen to eighteen 
members. The role of the psychiatrist was that of leader; the func- 
tion of the observer was to record ‘‘how’’ the group members reacted ; 
that of the recorders was to note the content of the discussion. At the 
end of the afternoon meetings, post-meeting evaluation sheets were 
filled in by each member participating in a group (unsigned). All 
of these data are now being studied and will form the basis for a 
report back to the planning committee of the institute. An evaluation 
bulletin will be published shortly. 

The society was asked by an unofficial committee of civilian-defense 
directors of a group of North Shore towns to provide them with an 
advisory committee of psychiatrists to help in planning the civilian- 
defense program and the society’s medical advisory council appointed 
such a committee. Colonel Hankins, Civilian Defense Director of 
Revere, said that the civilian-defense committee recognizes the impor- 
tance of the psychological factors in any such program. It is anxious 
to stimulate civilians to an awareness of the need for a well-organized 
program, but wants to avoid the dangers of increasing fear or creating 
panic. This committee recognized the contribution that psychiatrists 
could make in the planning stage, as well as later in the actual defense 
efforts. 

The society reports that the second year of its social-work student- 
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training program has started off on an expanded basis. It has two 
students from the Boston University School of Social Work, and two 
from the Boston College School of Social Work. These students are 
all in their second and final year of graduate training in social work. 

The society has developed a program under which the students are 
given the opportunity for combined psychiatric case-work and work 
with communities who are interested in developing their own local 
mental-health programs. It is using what it calls the ‘‘case-work 
approach’’ in working with communities. 

The society is very proud of its ability to make its contribution to 
the overwhelmingly important need for trained professional workers 
in this field and hopes that this program can be consolidated and 
expanded in the next two years. 

The increasing interest in group discussion as a new method of 
approach to some of the problems in the field of mental health has 
motivated the formation of several new seminars. In codperation 
with the Newton School System, which will recognize the seminar for 
in-service credit, the society has set up an advanced seminar for 
educators from three previous groups. 

A second seminar for teachers was held at the Weeks Junior High 
School in Newton Center. 

In codperation with the Boston University School of Social Work, 
the society has organized a workshop for those social workers who have 
completed two semesters in previous seminars and who wish to further 
their learning experience by practical application—.e., leading a 
group under supervision. 

The society codperated also with the Harvard-Boston University 
Extension Work in a course on ‘‘ Children’s Emotions and Classroom 
Behavior’’ for teachers from Dedham and its environs. A similar 
course was given in Brockton for the teachers in the Brockton Schools. 
Credit for this course will be given by Tufts College, Department of 
Education. 

All the above seminars started this past fall. 

The society reports on its volunteer program as follows : 

‘*Early in the spring of 1950, the society became interested in develop- 
ing a program to use volunteers in our state hospitals similar to the 
efforts already well organized in most of the Veterans Hospitals. The 
undertaking had the approval of the department of mental health, since 
the commissioner had already recognized the value and importance of such 
a program. It was decided to limit our first efforts to two hospitals, the 
Foxboro State Hospital and the Metropolitan State Hospital in Waltham. 

‘*Even with a limited amount of time on the part of one of the mem- 
bers of the staff, this venture got solidly under way through the spring 
and survived the summer, with its inevitable dropping off of available 
people. The most encouraging and, to some people, surprising feature 
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of the program up to date has been its vitality and the sustained interest 
of those volunteers who have been selected. So far our activities have 
been limited to the women’s wards, but it is hoped and planned that this 
fall men will also be drawn into it. In each of the hospitals, we have 
been fortunate in securing the codperation of nearby colleges. The stu- 
dent groups from Radcliffe and from Wheaton have done an excellent 
job. This fall Wheaton College has started their work already with a 
new group of students brought in entirely through the enthusiasm of 
their friends who ‘pioneered’ in the spring. Interest and effort on the 
part of a few local women resulted in a group from the communities 
near the hospitals giving time out of their own busy lives to a variety 
of activities in the hospitals. 

‘*In each of the two hospitals, there is a director of volunteers whose 
function it is to codrdinate the program within the hospital. She works 
closely with a policy committee which is made up of the heads of the 
various departments in the hospital and whose function it is to plan the 
actual activities for which volunteers are used. The society’s contribution 
to the total picture is the stimulation of interest in the communities and 
the actual selection by personal interview of those who indicate an 
interest in the work. It has now become urgent that the actual planning, 
organizing, and running of this program—particularly as we hope to 
extend it to other hospitals—be done through a large committee made up 
of representatives from many small local committees.’’ 


Nevada 
The Nevada Mental Health Society has sent us the following note for 


publication in this issue : 


‘*The Nevada Mental Health Society continues its meetings. Mr. Ben 
Moore is at present acting president. The society has interested itself in 
the legislative program dealing with mental health for the forthcoming 
legislative session. The proposed revamping of some mental-health legis- 
lation worked out by the legislative counsel to the governor will be 
backed by the society.’’ 


New Jersey 


The Mental Hygiene Society of Atlantic County has more than met 
its membership allocation to the Community Chest this year. This was 
partially due to the use of ticket membership books. The members 
found the books very convenient and helpful in interesting people in 
the work of the organization. 

The society reports that the showing of the play, Fresh Variable 
Winds, in November, was a great success. The play was directed by 
Mr. Morris Goldsmith, a board member. The cast included members 
of the organization. 

A one-day institute for teachers and staff members of the social 
agencies was conducted under the auspices of the mental-hygiene 
society. The number participating in the institute was gratifying. 
A keen interest was shown by every one in the discussion, on the topic, 
‘‘The Child We Serve.’’ Plans are under way for other institutes. 

The society has been very active in urging that the fourth state 
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mental hospital be built in Atlantic County. The citizens have been 
very responsive in realizing the need of a state mental hospital in 
Atlantic County. Wide publicity has been given to the subject 
throughout the county by members of the society. 

An ‘‘over-forty club’’ known as the ‘‘Howdy Club’’ has been or- 
ganized and meets once a week. The object of the club is to help 
people get acquainted with one another. 

The society has started a program in the field of industrial mental 
health. A three-day institute is being organized with the dairy com- 
panies in Atlantic City. Members of the faculty of Rutgers Univer- 
sity are assisting in the program. 

A course of lectures sponsored by the society for the police, begun 
last year, is being resumed this year at the request of the traffic bureau. 
Dr. Matthew Molitch and Dr. Werner Hamberger, Jr., are in charge 
of the lectures. The course is given to acquaint the police with various 
types of mental illness in people. It stresses that such individuals are 
not lawbreakers, but are ill and need help. 

The Mental Hygiene Society of Union County reports that the audio- 
visual-aids committee, a subcommittee of its education committee, 
sponsored the first of a series of film presentations for an audience 
consisting of educators, leaders of social and civic organizations, P.T.A. 
leaders, and other interested citizens. This program is intended to 
evaluate and promote the use of films and other audio-visual aids by 
the various groups represented at the meeting and by other groups 
throughout the county. The objective is to help various local groups 
develop skill in evaluating and selecting both films and discussion 
leaders in order to make maximum use of this method of education. 
In addition, the society has prepared a large pamphlet list for dis- 
tribution and will set up a volunteer committee to be responsible for 
the sale and distribution of literature. The second issue of the society’s 
bulletin, Mental Health News, will be published in December and will 
be distributed to over 2,000 interested persons, including members of 
the society, teachers, social agencies, the clergy, physicians, lawyers, 
judges and other public officials, and so on. 


New York 


During the past year the Committee on Mental Health of the State 
Charities Aid Association, (formerly the 8.C.A.A. New York Com- 
mittee on Mental Hygiene) has assisted in the organization and de- 
velopment of county-wide citizen-committees societies for mental 
health. Representatives from thirty of these groups, and ten addi- 
tional counties currently forming mental-health committees, recently 
met at Cooperstown, N. Y. This body comprises the up-state section 
of the 8.C.A.A. committee on mental health. Among the speakers were 
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Dr. Ernest M. Gruenberg, Executive Director of the New York State 
Mental Health Commission, who discussed ‘‘Community Planning in 
Mental Health’’; and Dr. John Romano, professor of psychiatry at 
the University of Rochester, who spoke on ‘‘ Principles and Practicali- 
ties in Mental Health.’’ Dr. T. Campbell Goodwin, chairman of the 
up-state section, addressed the representatives on ‘‘ Opportunities 
Ahead.’’ Dr. Harry S. Mustard, Executive Director of the State 
Charities Aid Association, presided at several sessions. 

The formation of a New York City section of the S8.C.A.A. Com- 
mittee on Mental Health is currently under way. The two sections 
will jointly sponsor an annual meeting on May 2 in New York City. 
The speakers will include Dr. Robert H. Felix, Director of the 
National Institute of Mental Health; Dr. William C. Menninger, of 
the Menninger Foundation; and Oren Root, President of The National 
Association for Mental Health. 

This committee also reports that Allegany County, Chemung 
County, and Ulster County all have held mental-health institutes. 

In the Mental Health Bulletin, published by the Mental Hygiene 
Association of Westchester County, we note that the society, in 
cooperation with leading Westchester psychiatrists, prepared a series 
of articles on ‘‘You and Psychiatry,’’ which was published in the 
Westchester Daily Newspaper. The society also was one of the spon- 
soring agencies of a radio program—Report to Parents—as well as 
of a six-week discussion series for a group of mothers interested in 
child development, a four-session series for a group of high-school 
boys and girls, and a series of discussions on the adjustments of 
younger children for mothers and fathers. 

The Croton Players, in coéperation with the Croton P.T.A., has pre- 
pared one of the Theatre Wing playlets, Fresh Variable Winds, which 
is available to P.T.A.’s in the nearby Croton area. 

This association has started a series of membership teas and has a 
committee set up for this purpose to help them obtain more active 
members. The association also has now set up a system whereby 
P.T.A.’s and other clubs can secure pamphlets from its list on a 
consignment basis and sell them directly at their meetings, the only 
requirement being that the group appoint a person to pick up and 
return the unused pamphlets from the association’s office. 


North Carolina 


The North Carolina Mental Hygiene Society reported a large 
attendance at the mental-hygiene institute held in Raleigh on October 
11, This was sponsored by the society and the North Carolina Mental 
Health Council and was focused on ‘‘ Child Guidance Resources.’’ The 
North Carolina Mental Hygiene Society has included in its October 
newsletter excellent reports of these seminars in detail. 
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Ohio 


In the fall, 1950, issue of Mental Health and Our Community, the 
bulletin of the Cleveland Mental Hygiene Association, the association 
stresses the ways in which its educational service can be of help. It 
explains that this service includes program planning designed to build 
understanding of the basic principles of mental health and human 
relationships. It will arrange for speakers, discussion leaders, and 
presentation of films that illustrate mental-health concepts, and its 
informational services can provide speakers and leaders to discuss 
the program of the association and community facilities for treatment 
and prevention, legislation, and so on. It also provides information 
about films and plays, and in this issue describes how it can be of help 
in selecting films and plays to insure successful programing. It gives, 
too, helpful suggestions on planning a mental-hygiene meeting whether 
it features a film, a play, or a speech. 

This association, in codperation with Cleveland’s psychiatric facili- 
ties, launched a survey to determine the number of persons under 
psychiatric care in Cuyahoga (County and to secure sharper estimates 
of those in need of treatment. The association is also working with 
the Welfare Federation’s Casework Council on a study to obtain a 
better picture of the psychiatric need emerging in social agencies. 

Another service of the Cleveland Association is a resumption of last 


winter’s ‘‘Friday Films’’ for professional workers. This season it is 
‘*Wednesday Films,’’ and is held at noon on the first and third 
Wednesdays of each month. 

This association also will repeat its four-meeting course on ‘‘ What 
the Layman Should Know About Mental Illness.’’ 


The Montgomery County Mental Hygiene Association held an insti- 
tute, ‘‘Emotional Needs of Children,’’ in November. This institute 
covered a whole day and evening and included luncheon and dinner 
programs. The subjects discussed were: ‘‘The Gifted Child—Emo- 
tional Needs of Gifted Children’’; ‘‘The Retarded Child—Emotional 
Needs of Retarded Children”’; ‘‘The Infant—Baby’s Mental Health’’; 
‘‘Our Emotional Needs’”’ ; ‘‘ Children’s Emotional Problems at Home’’; 
‘*The Pre-School Child’’; ‘‘The Grade School Child’’; ‘“‘The State 
Program—Present and Future’’; and ‘‘Television—Good or Bad for 
Children?’’ The total attendance for the day was 1,100, and the 
association felt there was fine discussion in all workshop sessions. 


Oregon 
We have heard from the Mental Health Association of Oregon that 
it now has a second full-time member of the staff—Mr. Bill Bessey, 
M.A., psychologist. 
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The Douglas County Branch of the association, in codperation with 
the Veterans Administration Hospital, carried out a two-day institute 
for the ministers of Southeastern Oregon in September. The 60 
ministers who attended were most enthusiastic, and it is hoped that 
this institute will become an annual affair and will spread to the two 
state hospitals, thereby serving the three major areas of the state. 

The two-day conference of Eastern Oregon County Welfare Workers 
at the Eastern Oregon State Hospital at Pendleton, instigated by the 
association and co-sponsored by the state public-welfare commission 
and the hospital, drew representatives from all eastern Oregon coun- 
ties. The association states that the response to this meeting has been 
very gratifying. 

The association informs us that as a result of previous contacts and 
a real interest in mental health on the part of teachers, most of the 
county teachers’ meetings this fall devoted at least part of their 
programs to mental health. It was possible for the staff or profes- 
sional volunteers or both to participate in these meetings, reaching 
all the teachers in eight counties and in two towns outside of those 
counties. The executive director of the association is now carrying out 
a class (thirteen weeks) for a group of grade-school teachers. The 
staff and a limited speakers’ bureau have arranged to present pro- 
grams to more than 100 groups—parent, church, civic, educational, 
and so on—during the past two months. It also is securing personal 
Christmas gifts for the several thousand patients in the two state 
hospitals and the Fairview Home. The association feels that this 
has proven to be rather a nice educational project. For instance, it 
capitalizes on the fact that almost all the wards in the Oregon State 
Hospital now have a new electric range and requests packages of 
ready-mixed cake and pancake flour. The association feels that ‘‘if, 
through the newspaper, we can help the public see that the patients 
like to cook things like that—perhaps they will see how really human 
they are.’’ 

The program occupying most of the association’s attention at present 
is the study of the three state institutions. The board of control re- 
quested this study in the hope that a report from the association will 
be of help to them and to the legislature in planning for future develop- 
ment. At this time, two major recommendations appear to be certain: 
decentralization of the hospitals and the development of a greater 
training program for psychiatrists at the University Medical School. 


Virginia 
The Mental Hygiene Society of Northern Virginia reports that it has 
offered two programs of general public interest in October and Novem- 
ber. In October, more than five hundred people turned out to view the 
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film, The Quiet One. This was followed by a panel discussion on meet- 
ing the emotional needs of children. Among the participants were 
Dr. Julius Schreiber, psychiatrist; Albert Deutsch, noted journalist 
and author of Our Rejected Children; and Hugh Reid, Juvenile 
Justice, Arlington County Court. Mrs. Melvin Glasser, the society’s 
president, presided at the meeting. 

In November, the society showed the film, Over-Dependency, fol- 
lowed by a discussion led by Dr. Thomas Harris, Director of the Fair- 
fax County Child Guidance Clinie and Chief of the Bureau of 
Neuropsychiatric Service, U. 8S. Naval Dispensary. The theme of this 
meeting was ‘‘How to Achieve a Healthy Personality for Our 
Children.”’ 

A speakers’ bureau has been established, with citizens recruited 
from groups such as P.T.A.’s, churches, the American Association of 
University Women, the League of Women Voters, the Civic Federa- 
tion, and soon. Speakers are being trained to focus upon the mental- 
health situation in Virginia, particularly its unmet legislative needs. 
These speakers will address mass organizations in an effort to develop 
citizen understanding and support of the legislative program as it 
affects mental-health needs. 

A play suitable for teen-agers and dealing with their problems, 
The Ins and Outs, has been widely distributed and is being used in the 


junior and senior high schools of Arlington County. 


Washington 


The Washington Society for Mental Hygiene reports that several 
of its units are carrying on excellent educational programs. Three are 
spearheading a community effort to secure psychiatric services; and 
two are conducting an intensive survey of local mental-hygiene needs 
and resources. The society is coéperating with the state P.T.A. and 
the department of public health in sponsoring the Hi, Neighbor! 
series. The society sponsored the present commitment law in 1949 
which, it states, is widely recognized as a ‘‘step in the right direction,’’ 
and it is planning to promote a revision of this law during the coming 
legislative session in January. The society’s mental-health-service 
guild is ‘‘thriving.’’ It offers volunteer help to the office and is now 
considering projects of service to institutions in or near Seattle. There 
is evidence of intent to organize a second guild in Seattle. The society 
feels that, in the future, it will be in a position to encourage the 
development of such guilds in other parts of the state. 

The society states that, to supplement the work of the staff, board 
members accept assignments to serve as field representatives. They 
combine this job with their regular professional or business responsi- 
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bilities around the state and thus have helped in the gains made during 
the past five years in developing nine local units and three steering 
committees. The society also hopes to establish regional groups of 
units to facilitate the business and program of the society. 


West Virginia 


We note in newspaper clippings received from the Huntington 
Mental Health Association that they have held a series of public 
programs. One was on ‘‘ Alcoholism as a Social Problem,’’ at which 
‘*The Medical Aspects of Aleoholism,’’ ‘‘ The Treatment of Alcoholism, 
Past, Present, and Future,’’ ‘‘ Pastoral Counseling and Alcoholism,’’ 
and ‘‘The Developments of Alcoholism,’’ were discussed. 

Other programs in this series will deal with such subjects as marital 
problems, delinquency or parental guidance, and the interrelation of 
religion and psychiatry. There will be panel discussions presenting 
various viewpoints on the subject in question in an effort to arrive 
at a better understanding of the many social problems. 

Mr. Lindsey C. Yost, president of the association, states that the 
Huntington Association hopes to educate the public on mental health 
and illness, on the surveillance of mental institutions in West Virginia, 
and on pushing legislation for funds for the state’s mental institutions | 
in order that they may have sufficient money to maiatain high 
standards. 

Wisconsin 


The Wisconsin Society for Mental Health has published a report of 
their fifteen-year record, showing that they have been continually 
attempting to sponsor an active, state-wide program for the preven- 
tion of mental illness and a continuous drive for trained staff, equip- 
ment, and housing to make the state’s tax-supported hospitals places 
of improvement and healing. They state that they have helped 
modernize statutes and feel that the arrival of Dr. Leslie A. Osborn, 
of the University of Buffalo, to head the state division of mental 
hygiene, has been the biggest single event that has happened in Wis- 
consin in recent years. 


The Milwaukee County Society for Mental Health held its first 
annual meeting in November, 1950. Its various committees continue 
to be active. The program and activities committee has scheduled 
board orientation seminars. Volunteers are continuing their activi- 
ties in the Milwaukee County Asylum and all of the other committees 
have held numerous conferences and meetings. 

This society publishes detailed reports of the work of each of its 
committees so as to keep its board cognizant of all society programs in 
operation. 
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